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RESISTANCE IS LESS OF A PROBLEM 


CHLOROMYCETIN 


— COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


i 


- SENSITIVITY OF 100 STRAINS OF HEMOLYTIC STAPHYLOCOCCUS AUREUS 
TO CHLOROMYCETIN AND OTHER IMPORTANT ANTIBIOTIC AGENTS’ 


*This graph is adapted from Kempe, C. H.: California Med. 84:242, 1956. The single 
bar designated as “Antibiotics F” represents three widely used, chemically related agents 
grouped together by the investigator. Strains isolated January-June, 1954. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic 
agent and, because certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately or for minor infec- 


tions. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 
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A REPORT ON A PROMISING CONCEPT IN ANTIMICROBIAL THERAPY: 
CONCURRENT ADMINISTRATION OF CHLOROMYCETIN AND GAMMA GLOBULIN 


In treatment for infection, the physician is confronted 
with complex interactions between pathogen, anti- 
microbial agent and host. The pathogen represents 
the unselected factor, the therapeutic agent the com- 
ponent over which the physician exercises maximum 
control. But even with optimal antibiotic therapy, 
the eventual elimination of the infective agent and 
the resolution of pathologic changes depend upon 
efficient host response.” 


Passive transfer of antibodies through gamma globu- 
lin provides a broad antibacterial spectrum because 
of origin in adults exposed to a variety of microorgan- 
isms. Employed as a protective element against some 
of the more common contagious diseases, gamma 
globulin permits more competent participation by 
the host in the fight against established infection. 


Rationale for immuno-antibiotic therapy lies in simul- 
taneous direct attack on the pathogen and re-en- 
forced host resistance, which implies usefulness in 
treatment for acute fulminating, highly refractory, 
or prolonged infections. 


EXPERIMENTAL STUDIES ENCOURAGING 

In carefully controlled studies in mice, Fisher and 
his colleagues in Parke-Davis Research Laboratories, 
using pooled human gamma globulin and Chloromy- 
cetin (chloramphenicol, Parke-Davis) concurrently, 
‘demonstrated a high degree of therapeutic effective- 
ness in infected animals.’ Five types of infection 
induced with species of Staphylococcus aureus, 
Streptococcus pyogenes, Proteus vulgaris and Pseu- 
domonas aeruginosa responded to joint therapy with 
gamma globulin and Chloromycetin, each agent hav- 
ing shown at deliberately low doses in previous work 
little or no activity in these mouse infections when 
used separately. Fisher's experiences with hemolytic 
streptococci have been confirmed.‘ 


Tests now in progress with pneumococci, salmonellae 
and additional strains of pseudomonas and proteus 
indicate that marked increases in survival rates may 
be anticipated in any infection where chlorampheni- 
col has previously demonstrated therapeutic activity.’ 
These observations suggest that immuno-antibiotic 
therapy can effect cures in a variety of refractory 
microbial diseases, 

PROMISING IN EARLY CLINICAL TRIAL 

Observations analogous to those of Fisher have been 
reported from the clinic.*" More recently, the clinical 
use of gamma globulin in conjunction with anti- 
biotics was undertaken by Waisbren® on the basis of 
Fisher's experimental work. His series of 46 patients 
with systemic and localized infections due to various 
strains of staphylococcus, pseudomonas, salmonella, 
proteus and to the pneumococcus had failed to re- 
spond to maximum effort with conventional thera- 
peutic measures. Marked clinical improvement in 


six of these acutely ill patients shows clearly “...that 
in certain instances the addition of gamma globulin 
to antibiotic therapy may give a clinical result that 
could not have been obtained with the antibiotics 
used alone. In each of these cases, a long and exten- 
sive control period in which antibiotics were being 
vigorously administered had failed to produce a 
response but when gamma globulin was given with 
approximately the same dosages of antibiotic, rather 
marked improvements occurred.” 


While the precise mechanism underlying the salu- 
tary effect of gamma globulin remains to be clarified, 
the existence of quantitative hypogammaglobulin- 
emia was ruled out in patients in this series.” 


A RATIONALE FOR IMMUNO-ANTIBIOTIC THERAPY 
Although the relationship of susceptibility to infec- 
tion and status of the host is well recognized, host 
resistance is an aspect of infectious disease still not 
understood in an era of extensive and of massive 
antibiotic therapy. Most antibiotics, in concentra- 
tions tolerated by living tissues, have bacteriostatic 
rather than bactericidal effect. In the clinic, bac- 
teriostatic doses are most frequently given and host 
defense mechanisms are responsible for the eventu- 
ally satisfactory clinical result.‘ 


The problem of therapeutic failures despite vigorous 
courses of antibiotic therapy may be due to some 
disturbance in the immune process.’ In addition, 
disproportionately high mortality rates in the ex- 
tremes of life lend support to the impression of 
inadequate defense mechanisms, since these are 
underdeveloped and immature in the very young 
and may be impaired or depressed in the aged.* 
Any discussion of immuno-antibiotic treatment must 
at present remain largely conjectural. From pre- 
liminary evidence, however, this approach to ther- 
apy appears worthy of consideration, especially in 
patients in whom adequate antibiotic therapy for 
active infectious processes has been disappointing. 
While the concept of enlisting the aid of the host 
in combating pathogenic microbes, thereby afford- 
ing the physician control of two of the three principal 
interacting factors, is not new, enhancement of host 
resistance through use of gamma globulin in treat- 
ment for microbial disease is indeed a promising one. 
REFERENCES: 

(1) Swift, BR N.: Brit. M. J. 1:129 (Jan. 19) 1957. (2) Jawetz, E.: 
The Forgotten Host, Stanford M. Bull., 13:84, 1955. (3) Fisher, 
M. W.: Antibiotics & Chemother. 7:315, 1957. (4) Welch, H.: The 
Host and the Parasite. A New Clinical Approach to Biologic 
Relationships, Antibiotics © Chemother. 7:271, 1957. (5) De, S. PB, 
& Basu, U. B: Brit. M. J. 2:564, 1938. (6) Goldberg, S. L., & 
Bloomenthal, E. D.: Surgery 9:508, 1941. (7) Carnes, H. E.; 
Gajewski, J. E.; Brown, P. N., & Conlin, J. H., in Welch, H., and 
Marti-Ibanez, F, ed.: Antibiotics Annual, 1954-1955, New York, 
Medical Encyclopedia, Inc., 1955, p. 391. (8) Waisbren, B. A.: 
Antibiotics & Chemother. 7:322, 1957. (9) Harris, R., Jr., & 
Schick, B.: J. Mt. Sinai Hosp. 21:148, 1954. 
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NORLUTIN is an example of “...increased bio- oe! 
logical activity of a steroid when the methyl ae om 

is 
adie group at carbon 10 is replaced with hydrogen. - 
(\7-alpha-ethinyl-19- | 


INDICATIONS FOR NORLUTIN: amenorrhea, 
| menstrual irregularity, functional uterine bleed- | | 

ing, infertility, habitual abortion, threatened 
& | abortion, premenstrual tension, dysmenorrhea. 


RELATIVE POTENCIES | | | 
OF ETHISTERONE AND NORLUTIN 
In HUMANS ** nerenences:(1) Hertz, R.; Tullner, W., & Raffelt, E.: Endo- 


sas oa crinology $4:228, 1954. (2) Greenblatt, R. B.: J. Clin. Endo- 
, crinol. 16:869, 1956. (3) Hertz, R.; Waite, J. H., & Thomas, 

eae L. B.: Proc. Soc, Exper. Biol. & Med. 91:418, 1956. (4) Tyler, 

Seg E. T: J. Clin. Endocrinol. 15:881, 1955. (5) Greenblatt, R. B., 
me & Clark, S. L.: M. Clin, North America, Philadelphia, W. B. 
Saunders Co. (Mar.) 1957, p. 587. ce | 


PACKAGING: 5 mg, scored tablets (C. T. No. 882), bottles of 80. ee 


| 
; 
nortestosterone 


UNSURPASSED EFFICACY 


in disorders of menstruation and pregnancy 
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NORLUTIN: Progestational Effect on Endome- 
trium’...10 mg. [NORLUTIN] given twice 
daily represents a reproducibly effective 
dose in women for the production of marked 
progestational changes in the endometrium. 


Presecretory to secretory endometrium after 5 days 
@ treatment. 


NORLUTIN; Thermogenic Effect This prepara- 
tion was found to have a marked ther- 
mogenic, and other physiologic effects in 
comparatively small dosage.”* 


NORLUTIN: Abolition of Arborization in Cervical 
Mucus NORLUTIN “... inhibits the fern leaf 
pattern in cervical mucus.”® 


@ 1. Fer leaf pattern. 2. Arborization completely 


abolished by NORLUTIN. 
NORLUTIN: Induction of Withdrawal Bieeding 
“As little as 50 mg. of [NORLUTIN] admin- 
istered in divided doses over a five-day 
period was sufficient to induce withdrawal 
bleeding.” 
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PREVIEWS 


Knox “Choice of Foods” Diet Can Help Your 
_ HYPERTENSIVE Patients to Reduce and Stay Reduced 


1. Color coded diets of 1200, 1600 and 1800 calories are 


based on nutritionally tested Food Exchanges." Chas. B. Knox Gelatine Co., Inc. 
2. The easy-to-use Food Exchanges (called Choices in ns iad 
booklet) simplify diet management by eliminating calorie 

counting. Please send me ....... dozen 
3. Diets promote accurate adjustment of caloric levels to ee 
the special needs of the patient yet allow each individual Your Name and Address, 


considerable latitude in the choice of foods. 


4. More than six dozen appetizing, low-calorie recipes are 
described in the last fourteen pages of the diet booklet. 


1. The Food Exchange Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in cooperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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ee sed on Food Exchanges. 
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FOR THE ENTIRE RANGE OF RHEUMATIC-ARTHRITIC 


DISORDERS —from the mildest 
to the most severe 


many patients with MILD involvement can be effectively 
controlled with 


many patients with MODERATELY SEVERE involvement 
can be effectively controlled with 


MEPROLONE 


and NOW for patients with 
SEVERE involvement 


SED TABLETS 


the one antirheumatic, antiarthritic that 
simultaneously relieves: (1) musclespasm 
(2) joint inflammation (3) anxiety and 
tension (4) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets 
in three formulas: ‘MEPROLONE’-5— 
5.0 mg. prednisolone, 400 mg. meproba- 
mate and 200 mg. dried aluminum hy- 
droxide gel. ‘MEPROLONE’-2— 2.0 mg. 
prednisolone, 200 mg. meprobamate and 
200 mg. dried aluminum hydroxide 
gel. ‘MEPROLONE’-1 supplies 1.0 mg. 
prednisolone in the same formula as 
“MEPROLONE’-2, 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc. 
PHILADELPHIA 1, PA. 


*MEPROLONE’ is a trademark of Merck & Co., Inc, 
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NOSE COLD 


HEAD COLD MISERABLE 


PHENAPHEN PLUS 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


combination of Phenaphen, plus an anti- Phenacetin(Sgr). . . . . 194.0 mg. 
Acetylsalicylic Acid (2¥% gr.) 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (4% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate .. . . 0.031 mg. 

plus 


Prophenpyridamine Maleate. . 12.5 mg. 
Available on prescription only. Phenylephrine Hydrochloride . 10.0 mg. 


when anxiety and tension “erupts” in the G. |. tract... 


GASTRIC ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
habituation ... wit PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark ® Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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AFTER FIVE YEARS OF 


EXTENSIVE USE—NOT 


A SINGLE REPORT OF A 
SERIOUS REACTION T0 


This unique safety record stands un- 
paralleled in antibiotic therapy today. 
In addition, ERYTHROCIN is virtually free 
of side effects. 


Yet, with all this freedom from toxicity, 
ERYTHROCIN is effective in nearly 100% 
of common respiratory infections. Film- 
tab ERYTHROCIN Stearate (100 and 250 
mg.), bottles of 25 and 100. 
Adult dose is 250 mg. q.i.d. 


STEARATE (Erythromycin Stearate, Abbott) 
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for relief that lasts —longer 


in TRIGGER POL. 

painless 

movement | 


| Acute gouty a 
| Tendinitis 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HyDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-cc. vials, 


Duration of relief 

exceeds that 

provided by any Prednisolone Acetate 
| other steroid 


Hydrocortisone Acetate 


HYDELTRA-T.B.A. 


(13.2 days—20 mg.) 
MERCK SHARP & DOHME 
e 9 8.8 6464 DIVISION OF MERCK @CO., INC. 


PHILADELPHIA 1, PA. 
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For the 
greatest 
potential value 

and the 


least probable risk 


SIGNE 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


YCIN 


multi-spectrum potentiated therapy ... 
buffered for higher, faster antibiotic levels 
...adds new certainty in antibiotic ther- 
apy... particularly for that 90% of the 
patient population treated at home or office 
when susceptibility testing is not 
practical— 

Supplied: 

SIGNEMYCIN V CAPSULES containing 250 mg. (ole- 
andomycin 83 mg., tetracycline 167 mg.), phos- 
phate buffered. Bottles of 16 and 100. 
SIGNEMYCINt CAPSULES— 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.), bottles of 16 and 
100; 100 mg. (oleandomycin 33 mg., tetracycline 
67 mg.), bottles of 25 and 100. 

SIGNEMYCIN FOR ORAL SUSPENSION — 1.5 Gm., 125 
mg. per 5 cc. teaspoonful (oleandomycin 42 mg., 
tetracycline 83 mg.), mint flavored, bottles of 2 oz. 
SIGNEMYCIN INTRAVENOUS — 500 mg. vials (olean- 
domycin 166 mg., tetracycline 334 mg.), and 250 
mg. vials (oleandomycin 83 mg., tetracycline 167 
mg.); buffered with ascorbic acid. 


Pfizer Prizer LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic development and production 


Py 
4 
4 
a 
> 


SEPTEMBER, 1957 


DELAWARE STATE MEDICAL JOURNAL 


Current Concepts in 


Infant Carbohydrate 
Metabolism 


The adequately balanced diet must con- 
tain carbohydrate as an essential nutrient. 
Though some carbohydrate becomes available 
to the body from the transformation of protein 
and fat, these sources contribute minor amounts 
of the total carbohydrate requirement. 

Body energy comes from the oxidation of 
carbohydrate and fat but carbohydrates are oxi- 
dized preferentially. The brain derives its supply 
of energy exclusively from the oxidation of car- 
bohydrate. Besides, the infant’s requirement for 
energy is unusually high and can be most readily 
satisfied by carbohydrate. 

All tissues of the body constantly require and 
use carbohydrate under all conditions. Even a 
temporary fall of the blood sugar below critical 
levels is accompanied by serious disability. How- 
ever, the amount of carbohydrate in the body 
at one time is very small. It would sustain life 
for only a fraction of a day. Consequently, the 
infant must be offered carbohydrate frequently 
to yield a generous proportion, usually over half, 

of the total caloric intake. 


INFANTS’ CALO 


CALS. 
LS. CALS. 
Pasar ic hrs. Per Kilo Per P 
500 
> 625 115 52 
3 675 
725 
3 750 110 50 
6 800 
825 
850 100 45 
9 875 
900 
950 95 43 
12 1000 
24 1200 90 


RIC REQUIREMENTS | 


The breast-fed infant receives about 12 gms. 
of carbohydrate per kilo body weight, while the 
artificially fed infant receives about 8 to 14 gms. 
per kilo. In the choice of an added carbohydrate, 
we must consider adaptability, tolerance, di- 
gestability, absorption, fermentability, and irri- 
tation to the intestines. 

The same problems of infant feeding recur 
from generation to generation, but solutions may 
differ with each era. The carbohydrate require- 
ment for all infants is as completely fulfilled by 
KARO® Syrup today as a generation ago. What- 
ever the type of milk adapted to the individual 
infant, KARO Syrup may be added confidently 
because it is a balanced mixture of low-molecular 
weight sugars, readily miscible, well tolerated, 
palliative, hypoallergenic, resistant to fermenta- 
tion in the intestine, easily digestible, readily 
absorbed and non-laxative. It is readily available 
in all food stores. 


MEDICAL DIVISION 


CORN PRODUCTS REFINING CO. 
17 Battery Place, New York 4, N. Y. 


Corn Products Refining Co. 
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For persons who overestimate their physical capacity 
—as with this do-it-yourself dad—chronic fibrositis may 
be a postscript to a weekend of accomplishment. 


SIGMAGEN therapy is encouraged in the treatment of 
chronic fibrositis to alleviate pain and prevent progres- 
sion of the disorder to fibrosis and calcification. 


SIGMAGEN provides doubly protective corticoid-salicyl- 
ate therapy. METICORTEN® (prednisone) and acetylsal- 
icylic acid are combined to provide additive antirheu- 
matic benefits and rapid analgesic effect. These dual 
clinical values are enhanced by aluminum hydroxide to 
counteract excess gastric acidity and by ascorbic acid 
to help meet the increased need for this vitamin during 
stress situations. 


Therapy should be individualized. Acute conditions: 
2 or 3 tablets 4 times daily. Following desired response, 
gradually reduce daily dosage and discontinue. Sub- 
acute or chronic conditions: Initially as above. After 
satisfactory control is obtained, gradually reduce the 
daily dosage to minimum effective maintenance level. 
For best results administer after meals and at bedtime. 


Precautions: Because SIGMAGEN contains prednisone, 
the same precautions and contraindications observed 
with this steroid apply also to the use of SIGMAGEN, 


for patients who go beyond their physical capacity 


protective corticoid-salicylate therapy 


SIGMAGEN 


corticoid-analgesic compound Tablets 


Prednisone........ + 0.75 mg. Aluminum hydroxide ... . . 75 mg. 
Acetylsalicylic acid ..,.. 325 mg. Ascorbic acid. ........ 20mg. 
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LYSINE-VITAMIN SUPPLEMENT LEDERLE 


Finicky eaters are headed for a fast nutritional 
build-up with INCREMIN — tasty appetite stimulant. 


INCREMIN Offers |-Lysine for improved protein utili- 
zation, and essential vitamins for their stimulating 
effect on appetite. 


Tasty INCREMIN is available in either Drops or Tab- 
lets. Caramel-flavored Tablets may be orally dissolved, 
chewed or swallowed. Cherry-flavored Drops may be 
mixed with milk, formula or other liquid. Tablets: 
bottles of 30. Drops: plastic dropper-type bottle of 
15 ce. 


Each INcREMIN Tablet 

or each cc. of INCREMIN Drops contains: 

1-Lysine 300 mg. Pyridoxine (B,) 5 mg. 
Vitamin Bie 25 mcgm. (INCREMIN Drops con- 
Thiamine (Bi) 10 mg. tain 1% alcohol) 


— only 1 INCREMIN Tablet or 10-20 IncREmMIN Drops 
y. 

*Reg. U.S. Pat. Off. 
LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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DR. LAT 


assure her 
a more serene, a happier pregnancy 
... Without nausea 


Cyclizine Hydrochloride and Pyridoxine Hydrochloride 


beca USEC ‘Maredox’ gives the expectant mother new-found 


relief from morning sickness. 


relieves nausea and vomiting 
and in p 


One tablet a day, taken either on rising or at night, 
is all that most women require. 


Each tablet of ‘Maredox’ contains: 
*Marezine™ brand Cyclizine Hydrochloride. .. . . 50 mg, 
Pyridoxine Hydrochloride ................50 mg, 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., tuckahoe, New York 


; 

7 
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counteracts pyridoxine ciency — 
: 


Combined Estrogen-Androgen Therapy Proved 96% Effective 
in Preventing Postpartum Breast Engorgement’ 


Dual Steroid Approach also Successful in Osteoporosis 


Of more than 4 million babies born in the 
United States this year, approximately 75 per 
cent will not be breast fed.2 Combined estro- 
gen-androgen therapy will effectively sup- 


press lactation and prevent postpartum 
breast engorgement in these mothers. 


Osteoporosis also ranks high on the list of 
present day medical problems because of the 


increasing older population. 


In either condition, combined estrogen- 
androgen therapy produces a complemen- 
tary metabolic response with little or no side 
effects. 


In postpartum breast engorgement the rationale of 
therapy is explained as follows: During pregnancy, 
the high estrogen titer exerts an inhibitory effect 
on the anterior pituitary, thereby preventing the re- 
lease of the lactogenic hormone, prolactin. Postpar- 
tum, the estrogen level drops off suddenly, and 
allows the release of previously inhibited prolactin 
which is now free to initiate the flow of milk. Sex 
hormones re-establish pituitary inhibition, thus 
arresting the lactating process. 


In Fiskio’s study,' “Premarin” with Methyltes- 
tosterone effectively relieved postpartum breast en- 
gorgement and suppressed lactation in 96.2 per cent 
of his group of 267 patients. Notably absent were 
breast abscesses, nausea, vomiting, excessive lochia, 
withdrawal bleeding or virilization. Menses were re- 
established after the normal six week period. The 
lack of mental depression during the puerperium 
was especially gratifying. 

Osteoporosis results from impairment of osteoblas- 
tic activity, and gonadal hormone decline is possibly 
the most prevalent cause. Estrogen stimulates osteo- 


blastic activity and increases calcium and phosphorus 
retention, while androgen exerts an anabolic or 
protein-forming action. Prognosis for bone recalcifi- 
cation is good, providing therapy is continued for 
extended periods. The possibility of side effects is 
minimized because the two hormones exert an op- 
posing action on sex-linked tissue. 


Estrogen and androgen as combined in “Premarin” 
with Methyltestosterone provide a treatment of 
choice in osteoporosis. 


Recommended Dosage: ( Directions refer to yellow 
tablets. ) 


Postpartum breast engorgement — Short duration 
therapy — (one week) — 3 tablets every four hours 
for five doses — then 2 tablets daily for rest of week. 
“Step-down” therapy — (10 to 15 days) — 1st day 
— 4 tablets; 2nd day — 3 tablets; 3rd day — 2 tab- 
lets; thereafter, 1 tablet daily for 10 to 15 days. It és 
important to start therapy as soon as possible after 
delivery. 


Osteoporosis: 2 tablets daily, for the first three 
weeks. Then 1 tablet daily thereafter. In the female, 
it is suggested that combined therapy be given in’ 
21 day courses with a rest period of about one week 
between courses, and be continued for 6 to 12 
months; following this period, the patient may be 
maintained with cyclic therapy employing “Pre- 
marin” Tablets alone. 

Supplied in two potencies: Yellow tablets — each contains 
1.25 mg. conjugated estrogens, equine (“Premarin”) and 


10 mg. methyltestosterone. Red tablets — each contains 
0.625 mg. and 5 mg. respectively. Bottles of 100 and 1,000. 


Bibliography: Available on request. 


AYERST LABORATORIES 
New York, N. Y. « Montreal, Canada 
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Postpartum breast engorgement was satisfactorily prevented in 96 per ce 


267 patients who received “Premarin” with Methyltestosterone pro! 


No serious side effects were noted, and the absence of mental depression 


perium was notable. ‘Fiskio, P. 


PREMARIN’ witH METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


as 


lew York, N. / 
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Single sulfonamide specifically for urinary tract infections 


—unexcelled in long-term therapy. Gram for gram “Thiosul- 
l” is unexcelled for effective bacteriostatic action against a broad vari- 

ety of urinary tract pathogens. High solubility, complete absorption, 

minimal acetylation, and negligible penetration into red blood cells 

ensure rapid and effective action with minimal side effects. 

Ayerst Laboratories « New York, N.Y. e¢ Montreal, Canada 


(Brand of sulfamethizole) 
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Physicians’ and Surgeons’ | 


PROFESSIONAL JOHN G. MERKEL 


Liability Insurance 


Provides Complete Malpractice Protection, & SONS 


Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 


Laboratory —Invalid 


The Sussex County Medical Society nema 
WRITE OR PHONE PHONE OL 4-8818 
J. A. Montgomery, Inc. ssp 
DuPont Bidg. 10th & Orange Sts. 
87 Years of Dependable Service 801 N. Union Street 


Phone Wilmington OL 8-6471 Wilmington, Delaware 


If it’s insurable we can insure it 


when anxiety and tension “erupts” in the G. I. tract... 


in spastic 
and irritable colon 


PATHIBAMATE 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer... helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
habituation ...wzth PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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smooth 


eel D Q N N ATAL 


Formula DONNATAL EXTENTABS® 

DONNATAL TABLETS (Extended Action Tablets) provides superior spasmolysis ins 
DONNATAL CAPSULES Each Extentab (equiva- aoe 

DONNATAL ELIXIR (per 5 cc.) tent to 3 Tablets) pre- through provision of natural belladonna 

Hyoscyamine Sulfate......0.1037 mg. vides sustained 1-tablet alkaloids in optimal ratio, with phenobarbital 
Atropine Sulfate .. 0.0194 mg. effects...evenly, for 10 to 

Hyoscine Hydrobromide..0.0065 mg. 12 hours —all day or all 

Phenobarbital (% gr.).... 16.2 mg. A.H. ROBINS CO.,INC., RICHMOND 20, VA. 
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optimal dosages for 


based on thousands of case histories: 


25. 


‘TENSION SENILE ANXIETY MENOPAUSAL SYNDROME ANXIETY PREMENSTRUAL TENSION 
PHOBIA HYPOCHONDRIASIS Tics FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA PRENATAL ANXIETY - AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS . 
PEPTIC ULCER HYPERTENSION COLITIS NEUROSES DYSPNEA INSOMNIA 
PRURITIS ASTHMA ALCOHOLISM DERMATITIS PARKINSONISM PSORIASIS 


Tablets-Syrup 


perhaps the safest ataraxic known 


MINDATAR 


tt 


ANXIETY TICS HOSTILITY NIGHTMARES  HYPEREMOTIVITY RESTLESSNESS 
TEMPER TANTRUMS =§-HOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA ENURESIS 


Consider these 3 ATARAX advantages: 

@ 9 of every 10 patients get release from tension, 
without mental fogging 

@ extremely safe—no major toxicity is reported 

@ flexible medication, with tablet and syrup form 


Supplied: 
In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 
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Meat... 


and the Need for Adequate 


Protein in Therapeutic Nutrition 


Liberal protein intake is considered to be of therapeutic value in a 
wide variety of pathologic conditions.! Advances in the understanding 
of protein metabolism indicate that dietary protein should provide 
amino acids in proportions paralleling physiologic needs.2% In ex- 
perimental studies with animals, low protein diets supplying amino 
acids disproportionate to needs have been shown to effect physiologic 
harm by depressing growth, by inducing amino acid and B-vitamin 
deficiencies, and by causing deposition of fat in the liver.4 


Hence not only the amount of protein but also its quality (in terms of 
its amino acid proportions) is important. It has been suggested! that 
for therapeutic purposes about two-thirds of the ingested protein come 
from foods of animal source, whose protein resembles human body pro- 
tein in amino acid interrelationships. Depending on the needs of the 
patient, the therapeutic diet may supply 1.0 or more grams of protein 
per kilogram of body weight. Adequate caloric intake is required to 
protect the dietary protein from dissipation for energy purposes. 


Meat, with its high content of top-quality protein, holds a prominent 
place among foods which supply this essential for establishing satis- 
factory levels of amino acids in physiologic proportions. It also con- 
tributes valuable amounts of B vitamins and essential minerals— 
nutrients which play a basic role in intermediate metabolism. 


1. Proudfit, P. T., and Robinson, C. H.: Nutrition and Diet Therapy, ed. 11, New York, The Mac- 
millan Company, 1955, pp. 314-320. 
2. Harper, A. E.: Amino Acid Imbalance, Toxicities and Antagonisms, Nutrition Rev. 74:225 (Aug.) 
1956. 
. Amino Acid Requirements of Adult Man, Nutrition Rev. 74:232 (Aug.) 1956. 
- Amino Acid Imbalance and Suppl tation, Editorial, J.A.M.A. 767:884 (June 30) 1956. — 
Council on Foods and Nutrition, American Medical Association: Importance of Amino Acid 
Balance in Nutrition, J.A.M.A. 758:655 (June 25) 1955. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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unexcelled- 


‘the apeutic potenc: 


BUTAZOLIDIN- 


(phenylbutaz ne Geicy) 


| include remarkably prompt action 
broad scope of usefulness, 
and no tendency to developmen 

of drug tolerance. Being. 
nonhormonal, BUTAZOLIDIN 


improves function, 

resolves inflammation in 
Gouty Arthritis 
Rheumatoid Arthritis 
Rheumatoid Spondylitis 
Painful Shoulder Syndrome 


BUTAZOLIDIN being a potent therapeutic 
agent, physicians unfamiliar with its 
use are urged to send for detailed | 
instituting therapy. 
(phenylbutazone 
Gricy). Red coated tablets of 100 mg. 


te 
among nonhorm l antiarthritics 
In the nonhormonal treatment of arthritis 
UTAZOLIDIN in potency of action 
ATCSICY, NEW TORR. 

gel 


patient and 


for out- 
office use. 


hs 


suitable 


44 


presented at Ann. Meet., Am. Psychiat. Assoc., 


Chicago, Ill., May 13-17, 1957. 
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rilafon 


(pronounced Trill’-ah-fon) 


the full-range tranquilizer 


EXCEPTIONAL THERAPEUTIC RANGE 


... dosage range adaptable for tension and anxiety states, 
ambulatory psychoneurotics, agitated hospitalized psychotics 


EXCEPTIONAL POTENCY 
¢ At least five times more potent than earlier phenothiazines 


EXCEPTIONAL ANTIEMETIC RANGE 


« From the mildest to the severest nausea and vomiting due 
to many causes 


ADEQUATE SAFETY IN RECOMMENDED DOSAGE RANGES 
¢ Jaundice attributable to the drug alone not reported 
¢ Unusual freedom from significant hypotension 
¢ No agranulocytosis observed 
¢ Mental acuity apparently not dulled 


TRILAFON —grey tablets of 2 mg. (black seal), 4 mg. (green seal), 8 mg. 
(blue seal), bottles of 50 and 500; 16 mg. (red seal), for hospital use, 
bottle of 500. 


Refer to Schering literature for specific informa- 
tion regarding indications, dosage, side effects, 
SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 
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for rapid yet sustained sedation 


PULVULES 


TUINAL 


combine two cardinal features 
in a single preparation 


There are equal parts of quick-acting ‘Seconal 

Sodium’* and moderately long-acting ‘Amytal 

Sodium’} in each Pulvule Tuinal. Assures your 

Available in three con- obstetric patient quick, sustained amnesia; your 

venient strengths—3/4, surgical patient relief from apprehension and fear. 
I 1/ 2, and S-grain pul- *‘Seconal Sodium’ (Secobarbital Sodium, Lilly) 
. t‘Amytal Sodium’ (Amobarbital Sodium, Lilly) 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


eA 

2 

UE 

723003 

| 


MEDICAL SOCIETY OF DELAWARE 


Sunday, October 20 3:00 P.M. 


Friday, October 25 


6:30 P.M. 


1:00 P.M. 


1:30 P.M. 


2:15 P.M. 


3:00 P.M. 
3:30 P.M. 


5:00 P.M. 


8:00 P.M. 
8:30 P.M. 


8:40 P.M. 


9:00 P.M. 


10:30 P.M. 


168TH 


ANNUAL MEETING 
Scottish Rite Cathedral 


20 W. Lea Boulevard, Wilmington 
October 25-26, 1957 


House of Delegates 


Meets at the Delaware Academy of Medicine, Lovering Avenue 
' and Union Street, Wilmington. 


Supper for Delegates 
Delaware Academy of Medicine. 


Registration and Exhibits 
Scottish Rite Cathedral. 


The Doctor and The Trust Department 


Rodman bs Vice President and Trust Officer, Equitable 
Security Trust Co. 


The Doctor and His Taxes 
H. L. Brown, District Director, Internal Revenue Service, U.S. 
Treasury Dept. 


Intermission — Exhibits 


The Doctor’s Investment Program 
Panel Discussion 


Moderator rom i Lovett, Vice President and Trust Officer, 

Delaware 

Senior Winchester, Partner, Laird, Bissell 

and Meeds. 

Common Stocks—Joshiah M. Scott, Laird and Company, Inc. 

se Estate—Arnold Goldsborough, Arnold Goldsborough, 
tor. 

Insurance—Edward G. srg Jr., District Manager, Aetna 

Life, J. A. Montgomery, In 


Adjournment to Exhibits 


Registration — Evening Session 


Report of the House of Delegates 
Norman L. Cannon, M.D., Secretary. 


Presidential Address 
Roger Murray, M.D. 


Dysmenorrhea — Panel 
Moderator, O. N. Stern, M.D., Wilmington. 


H. Keith Fischer, M.D., Assistant Professor of Psychiatry, 
Temple University School of Medicine. 


Laurence L. Fitchett, M.D., Milford, General Practice. 


Abraham S. Rakoff, M.D., Professor of Obstetrical and Gyneco- 
logical Endocrinology, Jefferson Medical Col llege. 


Refreshments 
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Saturday, Oct.26 9:00 A.M. 


9:30 A.M. 


10:00 A.M. 


10:30 A.M. 


11:00 


11:30 
12:00 noon 


12:30 P.M. 


1:30 P.M. 


315 P.M. 


3:00-3:30 P.M. 


3:30 P.M. 


5:00 P.M. 


7:00 P.M. 


:30 P.M. 


Registration — Exhibits 


“Blow-Out Patch” of Hernia with Steel Cloth 
Daniel J. Preston, M.D., and Charles F. M.D. 


Advances in Neuro-Surgery 
Philip D. Gordy, M.D. | 


Intermission — Exhibits 


This is Plastic Surgery? 
James T. Metzger, M.D. 


Election of President-Elect 


Adjournment — Exhibits 


Luncheon as Guests of the New Castle ty 
Medical Society 


Malpractice — Prevention and Protection 


John V. Hopkins, M.D., Surgical Director, U. S. Fidelity and 
Guaranty 


Discussion by compe F. Anderson Counsel, Medical So- 
ciety of Delaware, and Emil R. Rh tape er erg | M. D., Chairman, 
Grievance Board, Medical Society of 


Uterine and Cervical Carcinoma — 


Presented in_cooperation with the Delaware Division, Ameri- 


Moderator, John F. W. King, M.D., Director of Services, 
American Cancer Society 


John K. Frost, M.D., Professor of Pathology, University of 
Maryland Hospital. 


Michael J. Jo M.D., Assistant Professor of ag creed 
ew York University School of Medicine, 
Bellevue). 


Geo Cc. Jr., M.D., Assistant Professor of Gynecology 
and of Pennsylvania Hospital. 


Antolin Raven M.D., Assistant Professor of Radiology, 
University of hastens Hospital. 


Intermission — Exhibits 

Continuation of Panel 

Adjournment — Exhibits 

Cocktails — Wilmington Country Club 


Annual Banquet — Wilmington Country Club 
Guest Speaker — Frank Coleman, M.D., Des Meines, Iowa 
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SCIENTIFIC EXHIBITS 


Diagnosis of Glaucoma in General Practice 
Ophthalmologists of Delaware. 


Diagnosis of Histoplasmosis 
Park W. Huntington, M.D., and Elvyn G. Scott, Bacteriologist. 


Dry-Freezing and Storage of Arteries 
Walter W. Moore, M.D. 


Gross Pathology Demonstrations 
Delaware Pathological Society. 


Malignant Lymphoma (Hodgkin’s Disease and Lymphosarcoma) : 
Pathology, Treatment and Prognosis for Care 
Joseph W. Abbiss, M.D., Robert W. Frelick, M.D., and John F. Hynes, M.D. 


Operation of the Delaware Hospital Home Care Program 
Home Care Committee, Delaware Hospital. 


Operation of the Dependents Medical Care Program (Medicare) 
U.S. Department of the Army 


Research Projects on the Blood and Cardiovascular System 
O. J. Pollak, M.D. 


Thoracic Surgery and Pulmonary Studies 
Frank T. O’Brien, M.D. 


Urological Case Histories 
Urologists of Delaware 


World Medical Association ‘ 
O. J. Pollak, M.D., Delaware Chairman. 


TECHNICAL EXHIBITS 


Abbott Laboratories Lederle Laboratories 
Amsterdam Brothers, Inc. Charles Lentz and Sons 
J. Beeber Company, Inc. Eli Lilly & Company 
Bellevue Surgical Supply Co. Mead Johnson and Company 
Delaware Anti-Tuberculosis Society John G. Merkel & Sons 
Milex of New York 


Delaware League for Planned 
Monroe Calculating Machine Company 


Nicholas J. Reilly 
Delaware State Board of Health 
Dictaphone Corporation W. B. Saunders Company 
Doho Chemical Corporation G. D. Searle and Company 
Eaton Laboratories U. S. Vitamin Corporation 
International Business Machines Corp. Winthrop Laboratories 


Laird, Bissell and Meeds Wyeth Laboratories 
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TWENTY-EIGHTH ANNUAL MEETING 
OF THE WOMAN’S AUXILIARY 
To the Medical Society of Delaware 
Saturday, October 26, 1957 


BRANDYWINE COUNTRY CLUB 


President Recording Secy. 

Mrs. H. T. McGuire, New Castle Mrs. W. T. Reardon, Wilmington 
President-Elect Corresponding Secy. 

Mrs. R. B. Thomas, Wilmington Mrs. S. W. Bartoshesky, Wilmington 
Vice-President Treasurer 

Mrs. L. L. Fitchett, Milford Mrs. H. J. Laggner, Smyrna 


10:00 a.m. Registration and Hospitality 


10:30 a.m. General Session—Mrs. H. Thomas McGuire, Presiding 
Invocation 
Pledge of Loyalty 
Address of Welcome—Mrs. John W. Alden 
Response—Mrs. L. L. Fitchett 


Presentation of Convention Chairman 
Mrs. Peter J. Olivere 
Mrs. Joseph J. Davalos—Co-Chairman 


Introductions—Honored Guests 


Roll Call of Delegates— 
Mrs. William T. Reardon 


Minutes of 27th Annual Meeting 
Treasurer’s Report—Mrs. H. J. Laggner 


Reports of County Presidents 
New Castle—Mrs. D. W. MacKelcan 
Kent—Mrs. W. C. Pritchard, Jr. 
Sussex—Mrs. W. B. Cooper, Jr. 


Report of 1957 National Convention Delegates— 


Mrs. D. W. MacKelean 
Mrs. J. W. Alden 


Report of the President—Mrs. H. T. McGuire 


Report of the Nominating Committee— 
rs. Willard F. Preston 


Election of Officers 
Installation of Officers—Mrs. R. W. Comegys 
Adjournment 


1:00 P.M. Luncheon—Brandywine Country Club 
Toastmistress—Mrs. Joseph M. Barsky, Sr. 
Invocation—Rev. Henri I. Foltz 


Address—President of the Medical Society of 
Delaware—Roger Murray, M.D. 


Greetings—Honorable J. Caleb Boggs 
Introduction of Advisory Committee to Auxiliary 


Raves Speaker—Mr. Walter O’Keefe—New York 
ty 


Presentation of Past Presidents’ Pins 
Presentation of Gavel and President’s Pin 
Inaugural Message—Mrs. Roger B. Thomas 
Adjournment 


7:00 P.M. Dinner with members of the Medical Society of 
Delaware—Dress Optional 
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CALCULATION OF DIABETIC DIETS SIMPLIFIED 


MAYTON ZICKEFOOSE, M.S.* 


Simplification of meal planning for the 
person with diabetes was the prime objec- 
tive of the committee of the American 
Diabetic Association which cooperated with 
the American Diabetes Association and the 
Chronic Disease Program of the U. S. Public 
Health Service! in working out materials for 
use with the diabetic patient. This action 
was prompted by the difficulties encountered 
by patients in following dietary regimens 
and by the professional team of physician, 
dietetian, and nurse in prescribing and in- 
terpreting the diet to the patient. Some of 
the problems encountered were: 


Lack of variety due to the 
limited choice of foods resulting in a mo- 
notonous menu; 


Numerous food restrictions 
often without scientific basis and frequently 
conflicting; 

Inflexibility in the dietary 
plan, making it difficult to adjust the diet to 


* Nutrition Consultant, State Board of Health. 


the family meal plan, to eating away from 
home, or to cultural or economic factors; 


Lack of instructions regarding 
food preparation to increase palatability of 
the diet; 

Complicated and impractical 
measurements of sizes of servings of food; 
and 

Nutritional inadequacy of 
diet, especially in relation to calories. 


The first report concerning these ma- 
terials was given in 1950. The fundamental 
tools for planning diabetic diets according 
to the recommended simplified method 
included a brief table of food values for 
calculating diabetic diets as shown in Table 
1;? a set of six lists* of foods in a booklet, 
“Meal Planning with Exchange Lists” (in 
it, foods having a more or less common 
composition are grouped together in such 
quantities that one food can be exchanged 
for another in each group); and an easy 
method of calculating diabetic diets based 
on these food values and food lists (Table 
8). 


TABLE 1 
Food values for calculating diabetic diets 

CARBO- 
GROUP AMOUNT WEIGHT HY- PRO- FAT ENERGY 

DRATE TEIN 

gm. gm. gm. gm. calories 

Milk, whole 4 pint 240 12 8 10 170 
Vegetable, Group A_ as desired — 
Vegetable, Group B cup 100 7 2 36 
Fruit varies — 10 — — 40 
Bread exchanges varies — 15 2 — 68 
Meat exchanges 1 ounce 30 a 7 5 73 
Fat exchanges 1 teaspoon 5 — oo 5 45 
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Foods of similar composition have been 
combined into food exchange lists. The ex- 
change lists were set up as shown in the 
following tables. 


MILK 


Several forms of cow’s milk are available, 
such as evaporated, dried, or skim milk. 
These types of milk have been combined 
into one table called the “Milk Exchange 
List” (Table 2). In the amounts listed, one 
may be substituted for another since they 
are all approximately equal in composition. 


TABLE 2 


List 1 — Milk Exchanges 
Per serving: omens 12 gm.; protein, 8 gm.; 
at, 10 


gm. 
APPROX. 
TYPE OF MILK MEASURE 

Whole milk (plain or homogen- 

ized lcup (8 oz.) 
Skim milk* 1 cup 
Evaporated milk 14 cup 
Powdered whole milk 14 cup 
Powdered skim milk (non-fat 

dried milk) * 14 cup 
Buttermilk (from whole milk) 1 cup 


Buttermilk (from skim milk) * 1 cup 


* Since these forms of milk contain no fat, two fat 
exchanges may be added to the diet when they 
are used. 


VEGETABLES AND FRUITS 


The vegetables are classified into three 
different lists. The first group is known as 
Group A (Table 3). These contain 3 grams 
or less of carbohydrate per 100-gram serv- 
ing. They need not be figured in the diet 
unless more than 200 grams are used at a 
meal. 


TABLE 3 


List 2— Vegetable Exchanges 
GROUP A 


Negligible carbohydrates, protein, and calories if 
1 cup (200 gm.) or less is used 


Asparagus Dandelion 
Beans, string, young Kale 
i* Mustard 
Brussels sprouts Spinach 
Cabbage greens 
Cauliflower Lettuce 
Celery Mushrooms 
Chicory * Okra 
Cucumbers Pepper* 
Escarole* di 
Eggplant Sauerkraut 
Greens* Squash, summer 
Beet ns Tomatoes* 
Chard, Swiss* Watercress* 
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The second group of vegetables in Table 
3 contains more carbohydrate. They are 
listed as Group B. 


The remainder of the vegetables contain 
appreciably more carbohydrate. They are 
included in the list of bread exchanges 
(Table 5). 


GROUP B 
Per serving: carbohydrate, 7 gm.; protein, 2 gm. 
(1 serving = 1% cup = 100 gm.) 
Beets Pumpkin* 
Carrots* Rutaba 
Onions Squash, winter* 
Peas, green Turnip 


* These vegetables have high vitamin A value. At 
least one serving should = included in the diet 
each day. 

Fruit is another source of carbohydrate. 
The content differs with the variety in fruit 
as it does in vegetables. In Table 4 the 
fruits have been listed in household meas- 
urements. Since each fruit in the amount 
listed contains approximately 10 grams 
carbohydrate, one may be exchanged for 
the other. 


TABLE 4 


List 3 — Fruit Exchanges** 
Carbohydrate—10 gm. per serving 


Apple (2-in. diameter) ........... 1 
Apricots: 
Cantaloupe (6-in. diameter)*..... vA 
Grapefruit juice* ............... 4 cup 
Honeydew melon (7-in. diameter) . 


**Unsweetened canned fruits may be used in the 
same amount as listed for fresh fruit. 
*These fruits are rich sources of ascorbic acid. 
At least one serving should be included in the 
diet each day. 
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BREAD, CEREALS, AND VEGETABLES 
OF HIGH CARBOHYDRATE CONTENT 

Many foods of high carbohydrate content 
were included in one list called bread ex- 
changes (Table 5); this was to make it 
easier for all those concerned with the plan- 
ning of diabetic diets. 


TABLE 5 


List 4— Bread Exchanges 
Per serving: Carbohydrate, 15 gm.; protein, 2 gm. 


APPROX. 
FOOD MEASURE 
Bread 1 slice 
Biscuit, roll (2-in. diameter) 1 
Muffin (2-in. diameter) 1 
Cornbread (1'%-in. cube) 1 
Flour 21% tablespoons 
Cereal 
Cooked 14 cup 
Dry (flake and puffed) %/, cup 
Rice and grits, cooked 14 cup 
Spaghetti and noodles, cooked 14 cup 
Crackers 
raham (2)4-in. square) 2 
Oysterettes 20 (44 cup) 
Saltines (2-in. square) 5 
Soda (2%-in. square) 3 
Round, thin (144-in. diam.) 6-8 
Vegetables 
s and peas, dried, cooked 
(Lima, navy, split pea, “ 
cowpeas cup 
Beans, Lima, fresh Ye cup 
Beans, baked, no pork 14 cup 
Corn, sweet 1, cup 
Corn, popped 1 cup 
Parsnips cup 
Potatoes, white—baked or 
boiled—(2-in. diameter) 1 
Potatoes, white—mashed l4 cup 
Potatoes, sweet or yams 14 cup 
Sponge cake, plain (144-in. 
cube) 
Ice cream (omit 2 Fat 
Exchanges) 14 cup 


MEAT, FISH, POULTRY, 
EGGS, AND CHEESE 

The foods which are high in protein have 
been listed in amounts that are equal ap- 
proximately in protein and fat content to 
1 ounce meat. Diets which include odd 
amounts of meat such as 75 or 105 grams 
are difficult to measure. Servings of 1, 2, 
or 3 ounces are more practical for the 
patient, since the food is usually purchased 
in these amounts. 
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TABLE 6 


List 5— Meat Exchanges 
Per serving: protein, 7 gm.; fat, 5 gm. 


APPROX. 
FOOD MEASURE 
Meat and poultry, medium fat 
(beef, lamb, pork, liver, 
chicken) 1 ounce 
Cold cuts (414-in. square, 
thick) 1 slice 
Frankfurter (8 or 9 per pound) 1 
Fish 
Cod, mackerel 1 ounce 
Salmon, tuna, crab 4 cup 
Oysters, shrimp, clams 5 small 
Sardines 3 medium 
eese 
Cheddar or American 1 ounce 
Cottage 4 cup 
Egg 1 
Peanut butter* 2 Tablespoons 


* Limit use or adjust carbohydrate (deduct 5 
grams carbohydrate per serving when used in 
excess of one exchange). 


FATS 
There are fewer variable factors involved 
in fats. The value of 5 grams fat per fat 
exchange was used as in Table 7. 


TABLE 7 


List 6 — Fat Exchanges 
Fat — 5 gm. per serving 


APPROX. 
FOOD MEASURE 
Butter or margarine 1 teaspoon 
con, crisp 1 slice 
Light, 20% 2 tablespoons 
Heavy, 40% 1 tablespoon 
Cream cheese 1 tablespoon 
French dressing 1 tablespoon 
Mayonnaise 1 teaspoon 
Oil or cooking fat 1 teaspoon 
Nuts 6 
Olives . 5 small 


Avocado (4-in. diameter) 


CALCULATION OF THE 
DIABETIC DIET? 


Nutritive adequacy of the diet will be 
assured by including the same “basic pro- 
tective foods” that are recommended for 
the normal individual, These include: 


1 quart for children 
Meat, fish, poultry, eggs, 


Whole grain or enriched 
cereal or bread .......... meet caloric needs 
Fruit—one a citrus fruit or 
Vegetables—one green or 


ye 
Butter or fortified 
margarine ...... to meet caloric needs 


a 
a 
= 
A+ 
3 
ne 
& 


220 DELAWARE STATE MEDICAL JOURNAL 


The actual calculation of the diet can be 
reduced to a simple formula, as shown in 
table 8. To determine the number of serv- 
ings of bread, meat, and fat exchanges re- 
quired to complete the diet prescription, it 
is necessary only to: 

(a) Subtract the number of grams of 
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carbohydrate (61 in the example in the 
table) furnished by the other sources of 
carbohydrate from the amount prescribed 
(180) and divide the result by 15, the 
number of grams of carbohydrate in one 
serving of bread exchange as noted in List 
4. 


TABLE 8 
Procedure for Calculating a Diabetic Diet 


Sample Prescription 


Milk, whole (List 1) 
Vegetables (List 2, Group A) 
Vegetables (List 2, Group B) 
Fruit (List 3) 


Total carbohydrate from sources other than 
bread exchanges 
180 gm. carbohydrate in prescription 
-61 gm. from sources other than bread 


exchanges 
119 + 15 = 8 bread exchanges 


Bread exchanges (List 4) 


Total protein from sources other than meat 
exchanges 


80 gm. protein in prescription 
-34 gm. from sources other than meat 
exchanges 


46 gm. + 7 = 7 meat exchanges 
Meat exchanges (List 5) 


Total fat from sources other than fat 
exchanges 
70 gm. fat in prescription 
-55 gm. from sources other than fat 


exchanges 
15 gm. + 5 = 3 fat exchanges 


Fat exchanges (List 6) 


Amount Carbohydrate Protein Fat 

1 pt. 24 16 20 
as desired —- —— 
1 serving 7 2 aa 
3 servings 30 —— —— 


61 
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(b) The amount of protein in the diet 
may be adjusted to the prescription by sub- 
tracting the number of grams of protein (34 
in the example) supplied by milk, vege- 
tables, and bread exchanges from the 
amount prescribed (80) and dividing the 
remainder by 7, the amount of protein in 
each meat exchange. 


(c) Follow the same procedure with re- 
gard to fat, except to divide the result by 5, 
the number of grams of fat in one serving 
as noted in List 6. 


The diet is figured to coincide as closely 
as possible with the prescription. However, 
it is not practical to split bread or meat 
exchanges into halves or to add extra fruits 
and vegetables if the patient doesn’t care 
for larger amounts. Therefore, the carbo- 
hydrate may vary as much as 7 grams from 
the amount ordered and the protein may 
differ by 3 grams. The fat will agree closely 
with the prescription, since the figures for 
fat are all in multiples of five. 


SAMPLE DIETS 


In addition to the “Exchange Lists,” nine 
sample diets have been worked out on 
different caloric levels ranging from 1200 
to 3500. Three of these are especially for 
children. These are given in a pamphlet 
called “Diabetic Diet Card for Physicians’ 
which also includes the “Exchange Lists” 
and the guide for selecting the dietary pre- 
scription. 


NEW SUPPLEMENTARY MATERIALS 


Two additional diet leaflets have recently 
been made available. They are modifica- 
tions of the “Exchange Lists” for sodium- 
restricted and bland, low-fiber diets. * ° 


EXCHANGE LISTS WIDELY USED 


In 1953, a report was published regard- 
ing the acceptance of this material.’ Accord- 
ing to this report, over a two year period, 
from January 1951 through December 1952, 
the following figures are given: 

Hospitals and physicians in 47 states, the 
Territories of Hawaii and Puerto Rico, and 
the District of Columbia are using these 
diets; 
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At least 900 hospitals in the country have 
adopted this method of diabetic meal plan- 
ning; 

Approximately 110 physicians have ob- 
tained the “meal planning” booklet in 
quantity for use with patients; and 


Seven camps for diabetic children, out 
of a total of approximately nineteen in the 
country, are using this method of meal 
planning. 


The booklet “Meal Planning with Ex- 
change Lists” will be invaluable to the 
diabetic in planning his meals when he 
leaves the hospital and the diabetic meal 
plans will save many hours of professional 
time for the physician.* 


SUMMARY 

The food exchange system of calculating 
diets is the simplest yet devised for patient, 
dietitian, and physician. The common foods 
allowed the diabetic are divided into six 
groups. Within each group are listed the 
kinds and amounts of foods with approxi- 
mately the same nutritional value of carbo- 
hydrate, protein and fat. Thus, any item 
in a given group or list may be exchanged, 
in the amount indicated, with any other 
item in that list; but not with items in other 
lists. Each item, in its appropriate quantity, 
is known as a food exchange.’ 


This material is being used extensively 
throughout the country by physicians and 
hospitals, as well as being incorporated into 
medical, dietary, and nursing textbooks. 
It has been estimated that nearly 100,000 
copies of “Meal Planning with Exchange 
Lists” are distributed annually. 
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PULMONARY TUBERCULOSIS: 
A REVIEW OF CLASSIFICATION CHANGES 


E. W. HAINLEN, M.D.* 


The only justification for a discussion of 
the subject is the expressed mystification of 
the family physician when he receives his 
patient back from the tuberculosis hospital 
with a discharge summary announcing the 
dynamic status to be “Active Improved”, 
when the least he had hoped for was “Ar- 
rested’’, a term which had become familiar 
through long usage and which inspired 
confidence in the future of the patient. The 
latter term does not appear in the 1955 
edition of the “Diagnostic Standards and 
Classification of Tuberculosis”,' which was 
the 10th and latest revision by the Medical 
Section Committee of the National Tuber- 
culosis Association. 

To paraphrase the introduction to the 
1950 edition,’ “a clinical classification of 
tuberculosis, through ephemeral, is useful. 
On it depends such matters as legal require- 
ments for isolation, medico-legal considera- 
tions with respect to compensation for dis- 
ability, standards for the return of patients 
to work”. Industrial personnel managers, 
health officers, insurance adjusters are 
classification-minded, and with the late de- 
velopments in the Department of Health, 
Education and Welfare, and the various 


Arrested 


aspects of Social Security, the medical re- 
ports called for require niceties of judgment 
in submitting fair prognoses. 


The aim of the Diagnostic Standards 
Committee has always been the distinction 
between active and inactive tuberculosis, 
and the last revision deals with only those 
two groups. 

To comprehend the evolution of the 
classification process, we must go back be- 
yond 1950, when the dynamic status of a 
patient showing progressive improvement 
was expressed by the steps: Active (Unim- 
proved or Improved); Quiescent; Apparent- 
ly Arrested; Arrested; Apparently cured. 

By 1950 it was felt that our bacterio- 
logical methods had so improved that we re- 
garded no case as sputum negative unless 
there were three adequate specimens of 
sputum or fasting gastric contents, taken 
at least a week apart, found negative by 
culture or animal inoculation. The 1950 
revision thereupon deleted “Quiescent”’, 
“Apparently Arrested” and “Apparently 
Cured”, and an example of the transposed 
groups became more or less like this: 


Arrested (3 mo.) III* 


Arrested (6 mo.) IV* 
Inactive (3 yr.) V* 


* Roman Numerals refer to exercise status: I—Bed rest, 1I—Semi-ambulatory, II[I—Ambulatory, IV—Full activity. 


The Roman numerals coded the “exercise 
limits” and with the increased use of 
chemotherapy these limits have been further 
liberalized. Under this 1950 revision an 
“arrested” case could have consistent posi- 


* Director, Medical Services, E. P. Bissell Hospital. 


tive cultures and even an occasional positive 
concentrate, as long as he was asympto- 
matic and had a stable or slowly improving 
x-ray, with no cavity. 


The 1955 revision, which is the principal 
area of discussion here, followed on the heels 
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of increased use of body section radiography 
when we were often chagrined to have the 
planogram show open cavities in the same 
cases where postero-anterior routine films 
indicated healed lesions. With that came a 
more rigid tightening of the bacteriological 
standards, and the definition of a negative 
sputum called for three adequate specimens 
taken a month apart (instead of a week) to 
be negative by culture or animal inocula- 
tion. 


The “Inactive” case, then, must now be: 
(1) asymptomatic; (2) the roentgenogram 
must be stable or showing extremely slow 
shrinkage, and with no cavity; (3) the 
bacteriology must be negative by culture or 
animal inoculation of sputum, fasting 
gastric contents, or (to the perfectionist) 
aspirated bronchial secretions. The recom- 
mendation is that “all these conditions shall 
have existed at least six months—and that 
this designated period does not include and 
is in addition to the six months required 
for the determination of inactivity”. 


It is quite obvious that except in cases 
where resectional surgery is done after three 
to six months of rest and antimicrobial 
therapy, it will be quite difficult to hold 
patients within sanatorium or hospital walls 
long enough to achieve the standard of 
“Inactive” status as stated above. 
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Anything less than the above, in an im- 
proving patient, is necessarily classified as 
“Active Improved” when he has shown a 
microscopically negative sputum for three 
months along with the other two require- 
ments of stabilizing x-rays and no clinical 
symptoms. The status is further indicated 
by parenthetically adding the number of 
months the stabilizing period has existed, 

“Active Improved (5 mo.) III.” The 
Roman numeral “II” indicates his physical 
activities have reached a total period of 
four hours out of bed daily; “III” puts him 
in the Ambulatory group with shop work 
and other activities; and “IV” means or- 
dinary living conditions.* 

When he has achieved an “Active Im- 
proved (6 mo.)IV” status, it must be as- 
sumed that he is comparable to the “Ar- 
rested” case of former days, and a good 
many cases are eligible to return to ordinary 
life and work, particularly those who con- 
tinue to receive antimicrobial therapy under 
domiciliary supervision and cooperate in 
periodical x-ray and bacteriological exam- 
ination. 


REFERENCES 


Diagnostic Standards and Classification of Teeside 
New York, 1955. National Tuberculosis Association. 


2. Idem.: 1950. 
* See footnote on page 222. 
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REPORT ON 100 CONSECUTIVE TUBERCULOSIS 
CASES TREATED FOR THE FIRST SIX 
MONTHS OR MORE IN HOSPITAL 


NATHANIEL Younc, M.D.* 


Since July 1, 1952 it has been the policy 
at the E. P. Bissell Hospital to treat all 
patients with triple drug therapy in the 
usual doses (streptomycin Gm. 1.0 twice 
weekly; sodium paraaminosalicylate (PAS) 
Gm. 12.0 daily; isoniazid (INH) 3 to 5 
mg./kilo. of body weight daily). The pa- 
tients in this report comprise a highly selec- 
tive group in that they all received triple 
drug therapy for at least six months, and 
were hospitalized for the same period. They 
also were a special group in that, as far as 
we know, they were virgin cases, i.e. they 
had not previously received antimicrobial 
therapy for tuberculosis. Some of these pa- 
tients have had, in addition to drug therapy, 
either thoracoplasty or excisional surgery, 
and after discharge from this hospital were 
receiving various combinations of drugs 
(Streptomycin, PAS; PAS, INH; Strepto- 
mycin INH; or Streptomycin, PAS, INH.), 
or received no further drug therapy. 


Of the 100 cases in this study, 96 had 
positive sputum examination for the tuber- 
cle bacillus at the beginning and no reports 
are available on four. There were no nega- 
tive sputum examinations. The status of 
sputum examination is shown in Table I 
for a 6, 12, and 24 month period. The dy- 
namic status of the cases at the end of 24 
months is shown in Table II. 


As can be seen from the tabulated results, 
5% or less of patients were proven positive 
at any time during the 24 months of study. 
The two patients who reverted to positive 
between 12 and 24 months had discontinued 
long term therapy of their own volition and 


* Assistant Director, Medical Services, E. P. Bissell 
Hospital. 


had x-ray reactivation as well as positive 
sputum. They promptly responded to re- 
institution of therapy. 


73% of the total had stable x-rays, no 
cavitation on planography and negative 
sputum at 24 months, and this represents 
85% of the patients still alive and regularly 
attending the Chest Clinic. 


7% of the total had stable x-rays but had 
not submitted sputum in recent months 
and were classified as active improved, al- 
though some denied any expectoration and 
probably had negative sputum. 


6% had died, the usual cause being hy- 
pertension in the lesser circulation second- 
ary to fibrosis and emphysema. These added 
to the 73% negative made 79% non in- 
fectious or 88% of those actually followed 
to completion of 24 months. 


9% were lost to regular clinic follow up 
and the drop in the number of proven nega- 
tives parallels the number lost to follow up 
or not submitting sputum for examination. 
Some of the patients lost to follow up may 
be under the care of private physicians and 
some may be well, requiring no medical at- 
tention. 


Robins and colleagues? have stated, “The 
most valued measure of the success of such 
a program from the public health point of 
view is the proportion of the entire group 
of unhospitalized patients whose disease 
can be considered stable and non-infectious 
two years after the start of treatment. In 
arriving at such a figure one must include 
in the total all patients who lapsed from 
clinic attendance while their disease was — 
still active and those hospitalized for tuber- 
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culosis after an adequate period of anti- 
microbial therapy in the clinic. On this 
basis 36.7% of the patients given drugs for 
at least four months could be classified as 
having attained arrest of their disease at the 
end of two years of observation. By apply- 
ing similar criteria, 49.0% could be con- 
sidered to have converted their sputum to 
a non-infectious state during this period. 


TABLE I 
SPUTUM 
SMEAR AT 6 MONTHS CULTURE AT 6 MONTHS 
Pos. Neg. . No report Pos. Neg. No report 
3 97 0 2 98 0 
SMEAR AT 12 MONTHS CULTURE AT 12 MONTHS 
Pos. Neg. No report Pos. Neg. No report 
3 88 9 3 88 9 


SMEAR AT 24 MONTHS CULTURE AT 24 MONTHS 
Pos. Neg. No report Pos. Neg. No report 


* 2 promptly became negative on ommening Os Sonne and 
are negative at 36 months on smear 


** 6 died and are therefore non-infectious. 


TABLE II 
DYNAMIC STATUS AT 24 MONTHS 


Inactive Active Improved Active Died No Report 
73 “7 5 6 9 


* Active Improved — in eases refers to cavity still 
present on p or ge x-ray stable and sputum - 
tive; or may refer to stable x- vate. but eae” occas 


“Certain unfavorable features have been 
also noted in connection with the drug 
treatment of non-hospitalized patients with 
tuberculosis. Progression of the disease oc- 
curred in 12% of all patients. Moreover, 
tubercle bacilli were still present in the 
sputum of 100 of the 256 originally infec- 
tious patients after twenty-four months of 
antimicrobial therapy. Sixteen patients died 
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of tuberculosis during the period of observa- 
tion”. 

Summary: A comparison is made with a 
highly selective group of hospitalized pa- 
tients receiving triple drug therapy and a 
group of non-hospitalized patients receiving 
INH and PAS. The highly selective group 
were all virgin treatment cases and all had 
a minimum of six months of hospitaliza- 
tion. Some had drug therapy during the 
whole of the two year period and some had 
surgical therapy. After discharge from the 
sanatorium only two drugs were used as a 
rule. Of this group only 5% were known to 
be infectious at the end of two years and 
on 22% there was no report, but only 9% 
were lost to follow up, making 79% of the 
original series non-infectious or 88% of 
those actually followed to the end of 24 
months. 


In the non-hospitalized series 49% could 
be considered to have converted their spu- 
tum. 


Whereas 73% of our cases were classified 
as Inactive, and 7% as Active Improved, 
making 80% fulfill the criteria of Arrested, 
only 36.7% of the other series were classi- 
fied as Arrested. 


ConcLusION: The results of treatment 
with reference both to dynamic status and 
infectiousness in 100 virgin cases, hospital- 
ized for at least six months are very good, 
and are much superior to those in an un- 
selected group of non-hospitalized patients 
treated with drugs for a minimum of four 
months. 


REFERENCES 
1. Diagnostic Standards and Classification of 
New York, 1955. National Tuberculosis Associatiou 
2. Robins, A. B., Abeles, H., Chaves, A. B., a 
M. H., Breuer, J. and Widelock, D.: treatment of 
non- italized tients wi . Rev. Tu- 
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MUTUAL COOPERATION FOR THE DEVELOPMENT 
OF A POISON INFORMATION SERVICE 


ELMER F. FANTAZIER, M.D.* AND Mark Kenyon, PuH.D.** 


Public Health practices and preventive 
medicine, the application of new medical 
skills, immunizing agents, and drugs, have 
changed the leading causes of death and 
disability. Nowhere are these changes more 
striking than in the younger age groups of 
the population. However, there is one dis- 
cordant fact in this optimistic resume of 
the achievements of preventive medicine. 
One cause of preventable and wholly un- 
necessary cause of death and disability 
which has not kept pace with its mates of 
yesteryear is accidents. This singular cate- 
gory is increasing rather than decreasing. 


It is a startling fact to realize that acci- 
dents of varying types cause over 100,000 
deaths and 10 million injuries in this coun- 
try every year. The seriousness of this new 
public health challenge has brought it to 
the attention of official, voluntary, and 
private public health and medical agencies 
throughout the country. Health depart- 
ments have become particularly aware of 
their new responsibilities and are actively 
concerned with the public health aspects 
and affects of deaths and disabilities from 
accidents. It is now generally recognized 
that accidents constitute a major problem 
in public health. The loss of life and in- 
capacity resulting from accidents is as great 
as, or greater than, that from any disease 
entity. 


Recently, a new category of accidental 
death and injury is receiving increasing em- 
phasis. This new area is poisoning due to 
the accidental ingestion of some common 
household product. We refer to the ready- 
made and often highly toxic materials made 


*Chairman, Committee on Poison Control, Delaware Hospital. 
**Director—Program for Prevention of Crippling, Delaware 
State Board of Health. 


by modern industry and used in millions 
of households to clean clothes, kill flies and 
rats, provide heat, and accomplish many 
other everyday tasks. 


The greatest potential accidental poison- 
ing hazard lies in the fact that thousands 
of products containing new chemicals, and 
old stand-bys in new combinations, are be- 
ing marketed for home use. Store shelves 
in family shopping centers offer an ever- 
increasing variety of cosmetics, medicines, 
detergents, cleaning, polishing, deodorizing 
agents, paints and solvents, fertilizers, pest- 
icides, weed-killer, and innumerable other 
products designed to make life simpler. Not 
a week goes by without the addition of 
some new brand to the list of things people 
are urged to try, either on themselves, their 
children, home garden or hobby. Valuable 
and harmless as all these products are when 
properly used, everyone of them, from as- 
pirin to the latest detergent, is a potential 
poison if misused. 

The National Safety Council reports that 
every day last year, an average of four per- 
sons accidently swallowed enough of some 
poisonous substance at home to cause death. 
The particularly tragic fact is borne out 
that more than one-third of the total num- 
ber of deaths from accidental poisoning oc- 
cur among children under five. As those fa- 
miliar with child growth and development 
know, this is the runabout, exploring, hand- 
to mouth stage when activity is intense, 
curiosity is insatiable, and experience and 
education practically non-existent. 


Old drugs and old prescriptions left 
around the house where children can get 
into them and sweetened, flavored pediatric . 
aspirin are the biggest killers. Well mean- 
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ing parents often encourage children to 
take the “candy aspirin” and all too often 
the attractiveness of this medication results 
in the child taking an overdose when left 
unsupervised. 


Although the number of different sub- 
stances ingested by children are many, the 
majority of fatal childhood poisonings can 
be attributed to a few common drugs and 
chemicals. The following list is the experi- 
ence in the two years 1949 and 1950 in this 
country.! 


SUBSTANCES RESPONSIBLE FOR DEATHS FROM 
ACCIDENTAL POISONING OF CHILDREN UNDER 
5 YEARS, UNITED STATES, 1949 AND 1950 


Number Percent 


Drugs 113 33. 
Aspirin and Salicylates 113 
Barbiturates 31 
Miscellaneous Drugs 132 

Petroleum Products 25. 
Especially kerosene 210 

Material for External Use 36. 
Lead 66 
Corrosive substances 60 
Arsenic 42 
Miscellaneous 132 
Noxious Foodstuffs 8 1. 
Unclassified 40 5. 

834 100. 


The miscellaneous fatal group and many 
of the nonfatal poisonings are the result of 
ingestion of a vast multitude of different 
agents, many of which are new synthetic 
chemicals. 


In 1951, 80% of the aspirin deaths oc- 
curred in children under five years of age. 
In New Bedford, Massachusetts, during 
1955, approximately 100 youngsters re- 
ceived emergency treatment at St. Luke’s 
Hospital or in doctors’ offices for accidental 
poisoning.? Aspirin — both the adult and 
flavored “baby” type—was the number 
one offender. Other commonly ingested 
medicines included prescription drugs of all 
types, vitamins, cough medicines, reducing 


tablets, laxatives, rubbing alcohol, and oil - 


of wintergreen. During 1954, of 74 cases of 
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accidental poisoning reported in Greater 
New Bedford:? 


Medicines were responsible for 61% of 
the cases. 


Household products were responsible for 
34% of the cases. 


Rodent and insect poisons were respon- 
sible for 5%. 


The accompanying pie chart and graph 
(Figure 1) illustrate further the child acci- 


TYPES OF POISONS INGESTED 
ST. IWKES HOSPITAL 
O-16 YEARS 


HOUSEHOLD 
PRODUCTS 


MEDIC INES 


FIGURE 1 


Chart and graph prepared from data contained 
in reference 2. 
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dental poisoning experience of the St. 
Luke’s Hospital in New Bedford. The graph 
seeks to contrast the amount of education 
versus protection required by children from 
birth to six years of age. It is important to 
note — that during the first year of life — 
a child requires absolute protection. As the 
age of the child advances, education can 
supplant some of the needed protection. 


In the United States in 1952 there were 
still 1440 deaths as a result of accidental 
ingestion of poisons.* One-third of these 
were in the first five years of life. 

Mortality figures scarcely begin to show 


the significance of the poison problem. Ker- 
lan estimates the number of non-fatal poi- 


sonings to be 100 or 150 times the number | 


of fatalities. There were approximately 150,- 
000 cases of accidental poisoning that sur- 
vived in the United States last year, 50,000 
of which were children under five.* 


The nature and toxicity of the multitude 
of new and old products are frequently dif- 
ficult, and almost impossible, to determine 
because of their non-revealing benign trade 
names or numbers and the reluctance of 
manufacturers to release so-called “trade- 
secrets”. The physician who is called upon 
to treat a known or suspected case of poi- 
soning cannot be expected to keep abreast 
of developments in the field of synthetic 
chemistry and toxicology. Time is often 
the commodity which is most critically 
lacking in treating a poisoned person. 


The Delaware State Board of Health has 
been aware of the ever increasing number 
of accidental poisonings for some time, par- 
ticularly the accidental poisoning of chil- 
dren. One of the basic objectives of the Pro- 
gram for the Prevention of Crippling has 
been to develop a poison information cen- 
ter in Delaware. The problem of accidental 
poisoning as it affects Delaware’s people 
has also concerned many of Delaware’s phy- 
sicians. A natural outgrowth of this mutual 
concern and awareness of responsibility re- 
sulted in the development of a Committee 
on Poison Control at the Delaware Hospital. 
This committee represents members of the 
New Castle County Medical Society, the 
Association of Delaware Hospitals, Dela- 
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ware Pharmaceutical Society, and the Dela- 
ware State Board of Health. 


The committee soon realized what a mon- 
umental task it had undertaken. Thousands 
of products are being screened, their ingre- 
dients listed and their antidotes agreed up- 
on. The Committee was aided greatly in 
this respect by the Florida Pediatric Asso- 
ciation. A simple working poison reference 
file containing 800 product listings and an- 
tidotes was obtained from this group. This 
basic reference file has been increased and 
supplemented with recommended texts on 
poisonings. This reference library, procured 
by the State Board of Health, literally adds 
thousands of additional listings to the Cen- 
ter. 


The new center began to function on a 
limited basis in March of 1957 and is en- 
titled The Delaware Poison Information 
Service. This new service, located in the 
Delaware Hospital in Wilmington, has been 
organized to serve as a comprehensive poi- 
son information center to aid the physician. 
A new direct telephone has been installed 
adjacent to the Hospital Pharmacy. The 
number is (Wilmington) OLympia 5-3389 
Ask for the Poison Center. 


During the time the pharmacy is open 
(9 a.m. to 5 p.m. week-days and 9 a.m. to 
4 p.m. holidays and weekends) the phar- 
macist will answer all incoming calls to the 
Poison Information Service. Physicians will 
be given the complete pharmacological in- 
formation and medical information avail- 
able. Lay persons will be given the common- 
ly accepted first aid information such as is 
available in first aid manuals. Lay persons 
will be asked to go to the nearest hospital 
or their doctor’s office. The Poison Control 
resident will follow up with a call to the 
doctor or hospital of choice. The call will 
be recorded in a special log book prepared 
for this purpose. 


Incoming calls at times other than the 
time the pharmacy is open will be taken 
by the Emergency Ward clerk. If a phy- 
sician calls, his name and number will be 
taken. The resident taking calls for the 
Poison Information Service will be put on 
special page. If he does not answer within 
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10 minutes, the intern will be asked to call 
the physician and give the information from 
the card file. 


Thus information is available to all phy- 
sicians and laymen as an emergency service 
on a 24-hour basis. The center is set up on 
a cardex system consisting of two basic 
files. One file consists of “Product Listings”. 
The second file contains recommended treat- 
ment procedures. The information consists 
of white and yellow cards in separate draw- 
ers. Each white card contains the name of 
a poison or poison-containing product and 
the ingredients contained therein. The white 
card refers to one of the yellow cards on 
which are listed the toxic or poisonous 
chemicals, common sources, degree of toxi- 
city, signs and symptoms of poisoning, the 
treatment, and also further references if 
necessary. In this way, information may be 
given quickly to anyone calling for it. All 
recommended and necessary drugs and 
equipment needed for treatment of a poison 
case are stocked and available in the emerg- 
ency room. 


General Objectives of Poison Information 
Service. 


1. Stock antidotes, equipment and liter- 
ature at center. 


2. Set up reference library of books, 
trade journals, and other periodicals 
at center. (A list of available refer- 
ences will be made to all interested 
parties or persons. ) 


3. Keep references on recent papers and 
articles on poisonings. 

4. Speakers bureau to give talks or par- 
ticipate in educational programs for 
the public through organized groups. 


5. Compile and distribute literature, 
charts and general information on 
poisoning to clinic patients and to 
the general public. 

6. Cooperate with other agencies. 

7. Educate staff by bringing informa- 
tion into staff meetings concerning 


progress of center, accidental poison- 
ing, treatment and antidotes. 
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A handbook entitled, “Procedure Book 
for the Management of Accidental Poison- 
ing” has been developed as a first-aid re- 
source for the physician and the hospital 
emergency ward. 


This procedure book has been developed 
for the purpose of providing Delaware phy- 
sicians with a ready source of information 
as to the procedures to be followed in man- 
aging cases of poisoning. It is specifically 
geared to getting the right thing done as 
early as possible and putting the doctor in 
touch with more adequate information when 
the active ingredients in the poison cannot 
be discovered locally. The procedure book 
will be distributed to all Delaware Physi- 
cians in the near future. This procedure 
book does not claim to be an innovation in 
the now encyclopedic field of poisoning due 
to household substances. It was developed 
as a guide to action rather than as a source 
book. 


The Delaware Poison Information Service 
has been patterned after its Chicago pred- 
ecessor, developed under the leadership of 
Dr. Edward J. Press. It is one of many 
centers now being operated in the United 
States. These reflect the concern of Pedia- 
tricians for the needless toll of children 
whose explorations in and about the home 
expose them to a growing list of poisonous 
preparations whose nature it is getting 
harder and harder to ascertain. The Com- 
mittee on Accident Prevention of the Ameri- 
can Academy of Pediatrics has taken the 
lead in developing this activity which now 
begins to assume the proportions of a na- 
tional movement involving a number of 
health and accident prevention agencies. 


The important and critical need for a 
national clearing house on poison informa- 
tion has been recognized by the U. S. De- 
partment of Health, Education and Welfare. 


At the request of the American Public 
Health Association, the Public Health Serv- 
ice is establishing a National Poison Infor- 
mation Center. Information from state and 
local Centers will be collected by this Center 
and there tabulated for later distribution 
to existing Centers and New Centers. 
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The first job in any program to reduce 
morbidity and mortality from accidental 
poisoning in children is educational. Dr. 
Katharine Bain has estimated that if 
salicylates, barbiturates and kerosene were 
made unavailable to children, two-thirds of 
the present mortality could be eliminated. 


Better labeling can help the doctor and 
alert the parent, but it will never stop the 
young explorer from inquiring into the na- 
ture of this wonderful new world. It there- 
fore behooves the practitioner to give early 
and repeated counsel on this subject to 
parents, parent groups and to support 
publicity about the prevention of poisoning. 
A useful starting point for educating par- 
ents concerning the dangers lurking in their 
homes is to advise a room-to-room inventory 
with careful safeguards of all possible poi- 
sons. As a reminder of particular places and 
poisons, a checklist similar to the one listed 
below is helpful. 


KITCHEN—about kitchen sink, soaps, 
detergents, lye (Draino). 


ELSEWHERE—-silver polishes, furniture 
polishes, waxes, shoe cleaners and polishes, 
bleaches, dry cleaning solutions, window 
cleaners. If kerosene stoves are used, elimi- 
nate drip cans. 


BATHROOM—The medicine cabinet 
should be out of reach and preferably lock- 
ed. A minimum of drugs should be kept in 
the house. Particular care should be taken 
with barbiturates, aspirin, digitalis, eye 
drops, antispasmotics, reducing pills and 
opiates. 

CELLAR-WORKSHOP—paints, espe- 
cially lead-containing, turpentine, kerosene, 
paint removers, paint brush cleaners, and 
methyl alcohol. 


GARAGE—insecticides, fertilizer, gaso- 
line, kerosene, antifreezes, and fire extin- 
guishers. 


GARDEN—-poison ivy, wild mushrooms 
and weed-killers. 


The important point has been made that 
“harmless” medicines and household prod- 
ucts can easily become deadly poisons when 
carelessly left within the reach of young 
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children. The following poison case his- 
tories may serve to further emphasize this 
contention. These cases and many others 
have already been treated by poison centers. 


TOXIC AGENTS AGE SEX 
BENZINE 3 yrs. Female 


Mother poured benzine into a Pepsi Cola 
bottle. She intended to use the benzine for 
removing paint from her coat. She left the 
bottle with the benzine on a table in the 
kitchen while she took an older sibling to 
school. In the meantime, the youngest child 
obtained the bottle and ingested about six 
ounces of its contents. The child had burn- 
ing in the mouth and throat, nausea, mark- 
ed vomiting, diarrhea and dyspnea. She 
was taken to the hospital where she re- 
mained for several days and was treated 
with stomach lavage and supportive therapy. 
This case illustrates the relative inconsist- 
ency of benzine ingestion. This child made 
a complete recovery with the ingestion of 
a very large amount of benzine, whereas 
ingestions of smaller amounts have resulted 
in fatalities. 

RENUZIT 1% years Male 


While playing in the kitchen with an 
older sister the child obtained the bottle of 
Renuzit which was stored on the kitchen 
floor under the sink and ingested five ounces 
of its contents. The child was found in a 
coma and taken immediately to the hos- 
pital emergency room where his stomach 
was lavaged and he was sent home after he 
regained consciousness. (Renuzit is a light 
petroleum hydrocarbon). 


RESERPINE 2-3 yrs. Males 


While mother was busy feeding baby, two 
children (2-3 yrs. of age) opened mother’s 
purse and obtained a pillbox containing 
reserpine. Between them they ingested 25 
tablets. Children became stuporous and 
were taken to the hospital where they were 
treated with induced vomiting and stomach 
lavage. Both made a complete recovery 
after a one day stay. 


ANOREXIC DRUG POISONINGS 
AN INCIDENT OF “PRELUDIN” 


INGESTION (Phenmetrazine 
Hydrochloride) 
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DOCTOR 
we need your opinion 


For the purpose of continuous improvement of your STATE MEDICAL JOURNAL — in 
reading content — original articles, editorials, news, economics and other subjects 
pertaining to statewide and national affairs, it is urgently requested that you spare a 
few moments to fill in and return this questionnaire. 


YOUR RESPONSE TO QUESTIONS BELOW WILL BE MOST HELPFUL 


MORE LESS 


Indicate your choice on scientific papers 
Editorials 


Special Articles (socio-economic and pro- 
fessional business problems, etc.) 


News items and personals 
Book Reviews 
Features to be added or increased 


Features to be deleted or decreased 


Indicate your favorite department or feature 


Do you read your STATE MEDICAL JOURNAL? 

Frequently Occasionally 
Do you read advertisements? Regularly Occasionally 
Please indicate one product advertised of particular interest to you in last two issues 


Every month 


Name medical journals you read in order of interest: Indicate position you would 
give your State Medical Journal: 


é. 
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PLEASE RETURN THIS PAGE TO 


DELAWARE STATE MEDICAL JOURNAL 
621 DELAWARE AVENUE 
WILMINGTON 1, DELAWARE 
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stands for—greater antibiotic 


blood levels - faster broad-spectrun 


is a new and superior form of 
widely prescribed broad-spectru 


in the treatment of more thaw 


ACHROMYCIN V Capsules are 
practically twice the absorptiog 


oral broad-spectrum 


ACHROMYCIN V is now available in—- CAPSULES. (Pink) 250 mg., 100 mg. (tetracycline HCI equivalents, 


phosphate-buffered.) SWRUP. Each teaspoonful (5 cc.) of orange-flavored syrup contains 125 mg. of tetracycline 
HC! activity, phosphate-buffered. LIQUID PEDIATRIC DROPS. Each cc. (20 drops) contains 100 mg. of 


tetracycline HCI activity, phosphate-buffered. (Approx. 5 mg. per drop). Orange Flavor. Plastic dropper-type bottle of 10 cc. 
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absorption - earlier therapeutic 


action 
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ACHROMYCIN* Tetracycline—the 
antibiotic, noted for its effectiveness 

50 different infections. New 
rapid-acting, offer an average of 


in half the time—unsurpassed 


pneravy. 


ACHROMYCIN V dosage: 6-7 mg. per Ib. of body weight per day for children and adults. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


*Reg. U.S. Pat. Off. 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Us. PAT- 


“Housepower" is adequate wiring . . . enough electrical power coming 
into your home to meet the needs of all your electrical uses . . . sufficient 
number of circuits, outlets and switches for your convenience .. . large 
enough wires so that the flow of electricity to your appliances is not 


“choked off." 


Be sure your home has adequate ‘“‘Housepower"’ for all the appliances you 
want to use today—and in the future. Adequate wiring for today's modern 


electrical living . . . serves and saves. 


Ask your Electrical Contractor to check your HOUSEPOWER today! 


DELAWARE POWER & 


LIGHT COMPANY 


RECENT ADVANCES IN MEDICINE 


A post graduate course presented by 
Temple University Medical Center. 


Designed to integrate the office prac- 
tice of the family physician with newer 
concepts in diagnosis and treatment of 
cardiology, pulmonary disease, hema- 
tology, infectious diseases, gastro-en- 
terology, rheumatology, metabolism 
and endocrinology, renal disease, and 
psychosomatic problems. 


The course will be given from 11:00 
A.M. to 4:00 P.M. on 10 consecutive 
Wednesdays from October 16th to De- 
cember 18th, 1957. 


Emphasis will be on clinic type teach- 
ing and panel discussions. Registration 
fee $50.00. 


For further information and curricu- 
lum, write to: 


Department of Medicine, Temple 
University Hospital 

Thomas M. Durant, M.D., Professor 

Albert J. Finestone, M.D., Director 
of Post Graduate Course 


Post-Graduate Course in 
GYNECOLOGY and OBSTETRICS 
Hahnemann Medical College and Hospital 


Philadelphia, Pennsylvania 


DESIGNED ESPECIALLY 
for those in 
GENERAL PRACTICE 


2-4 P.M. Wednesdays 
September 25th thru December 11th 


Approved by the American Academy of 
General Practice 


for formal credit 
FEE $50.00 


For detailed prospectus information, Write: 


Bruce V. Macfadyen, M.D. 
Hahnemann Medical College 
230 North Broad Street 
Philadelphia 2, Pa. 
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Attention is called to the dangers of 
amphetamine and dexedrine ingestions. 


Reports of ingestion of these compounds, 
both the regular and prolonged absorption 
kinds are being received regularly. 


A new anorexic drug, structurally differ- 
ent from the amphetamines is “Preludin” 
which recently received wide promotion. 
The first poisoning, reported from this com- 
pound had alarming symptoms very similar 
to amphetamine intoxication. 


21% yrs. Female 


A child, one of four siblings, climbed on a 
chair and obtained the medication from a 
shelf in a cabinet. Mother believes child put 
about 15 pills in a glass of water then drank 
contents. Within a short time, mother no- 
ticed child was very excited, talkative and 
with involuntary movement of the hands. 
The child was given a emetic as a first aid 
measure and then taken to the family phy- 
sician about two hours after ingestion. At 
that time, there was incessant talking and 
marked tremors. Since no improvement was 
noted, the physician referred the child for 
hospitalization. On admission to the hospi- 
tal, four hours following the ingestion, the 
same symptoms of excitement, tremors and 
incessant talking were noted. The child was 
sedated with sodium phenobarbital gr. % 
intramuscularly every four hours for 36 
hours before the exciting effect was com- 
pletely eliminated. The child was finally 
discharged in good condition. 


Physicians dispensing or prescribing ano- 
rexic or reducing drugs of any kind are 
urged to warn adults about the potential 
hazards to children and the necessity of 
keeping such drugs securely out of their 
reach. Physicians are also requested to label 
properly and legibly any medication which 
they dispense, and to use appropriate con- 
tainers for such distribution. 


SELSUN—(Selenium Sulphide) 
15 mos. Female 
Father who is a pediatrician received a 
sample of Selsun in the mail. The bottle 
containing Selsun was left on the edge of 
the tub in the bathroom. The father had 
used it as a dandruff remover. The child 
went into the bathroom, obtained the Sel- 
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sun and ingested some of its contents. Since 
the child was asymptomatic and since the 
father was a pediatrician, he gave the pa- 
tient milk as a first aid measure and child 
apparently made a full recovery. Although 
the Selsun bottle has a poison label, it ap- 
pears that the ingestion of Selsun does not 
present a major emergency primarily be- 
cause of the insolubility of Selenium Sul- 
phide and the presence of the soap which 
is a “built-in” emetic. 

No poison information center, however 
complete, and no program of public educa- 
tion, however thorough, can completely con- 
trol and prevent these needless poisonings. 
The beginning and the end of any poison 
control program must be founded within 
the individual home. Parents have the first 
and major responsibility to see that poten- 
tially harmful materials cannot find their 
way into the curious hands and ever recep- 
tive mouths of young children. All the prod- 
ucts named and enumerated in this article 
should be kept in a place inaccessible to 
children. This does not mean that the high 
shelf will do. A normal child will only find 
the high shelf an additional incentive for 
climbing. Therefore, we only succeed in 
superimposing the danger of falls upon the 
existing danger of poisoning. 


From April 1 to June 15, 1957, the Dela- 
ware Poison Information Service served 26 
requests for specific information regarding 
poison cases. 


Accident prevention is a community prob- 
lem. The Delaware Poison Information 
Service therefore does not aim to supplant 
the local solution for the local problem. The 
parent in the home, the local practitioner 
and the community hospital are the prime 
agents for meeting the challenge of acci- 
dental poisoning in childhood. 


SUMMARY 

1. Preventive medicine and public health 
has succeeded in controlling and pre- 
venting most of the communicable and 
infectious diseases of the past. 

2. The new areas of concern to medicine 
and public health today are the degen- 
erative diseases and the problems of ac- 
cident control. 


“3 
\ 
Ads 


232 DELAWARE STATE MEDICAL JOURNAL SEPTEMBER, 1957 


3. Mutual concern regarding the problem 
of accidental poisoning in children and 
adults has led to the development of 
the Delaware Poison Information Serv- 
ice. 

4. This new service has been designed pri- 
marily as a free emergency information 
service for physicians. 

5. The emergency Delaware Poison Infor- 


mation Service number is (Wilming- 
ton) OL 5-3389. 
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THE MENTAL RETARDATION PROGRAM 
OF THE 
STATE BOARD OF HEALTH 


FreD A. STONESIFER, PH.D.* 


The problems and needs of mentally re- 
tarded individuals are of long standing. 
Individuals who function at an inferior level 
of intellectual efficiency have been known 
from time immemorial. Lately, however, 
there has been increasing interest in this 
problem — not only at the state level, but 
locally, as well as nationally. Emphasis of 
the immediate concern for retarded children 
stems from recent efforts of parents who 
have organized in order to obtain more 
adequate services for their children. The 
State Board of Health is aware of the needs 
of retarded children, and has directed that 
the program to be described below should 
be brought into being. It is not clear im- 
mediately how such a program should be 
implemented. Retarded children who are in 
the public schools receive a number of serv- 
ices through the State Board of Education. 
Also, adults and children, as well, are re- 
ferred to the State Mental Hygiene Clinic 
for service. In this respect services were 
already available to portions of the Dela- 
ware population who are retarded. 


There was one area which seemed to be 
the particular responsibility of no certain 
agency or office. This was the area of the 
pre-school child. After some inquiry and 
investigation, it appeared that it would be 
appropriate for the Division of Maternal 
and Child Health to direct its efforts for the 
mentally retarded towards the needs and 
problems of children in this group. It was 
felt that the already-functioning Well Child 
Conferences would be a good source of re- 
ferral of children suspected of being mental- 
ly retarded. Pediatricians and nurses, with 
their close contact with a number of families 


* Clinical Psychologist, 
Division of Maternal — Child Health 


were in a strategic position to help with the 
early location of retarded children. 


The program considered would be one of 
early identification of the retarded child, 
his diagnosis, the evaluation of his abilities 
and capacities, the development of a pro- 
gram for him, continued contacts with the 
family to help them understand and accept 
him, and counseling for the parents if it is 
indicated and desired. Not every family 
would want all of these services, but it is 
intended that they shall be available where 
and if they are needed. 


The public health nurse is seen as the 
key figure in this program. She first is aware 
of the case—in the home or in the clinic— 
and as the child is followed she remains in 
close contact with him and the family. 
After the psychological examination and 
evaluation of the child, it is the nurse who 
carries out the recommendations that are 
made. Her continuing contact with the 
family makes her the ideal member of the 
team to bring together the findings of the 
various staff members, and work with the 
family towards carrying them out. 


So that everyone might understand what 
it is that is being presented, a few defini- 
tions ought to be given. A recent confer- 
ence convened by the Macy Foundation 
suggests a definition which seems to be use- 
ful in the present situation: “Mental Re- 
tardation is a symptom which may be 
permanent or temporary, and which mani- 
fests itself in a given environment by social 
inadequacy, due in whole or in part to 
intellectual limitation’”'. This definition will 
not suit all workers in the field. The tradi- 
tional concept of mental deficiency or 
feeblemindedness has been abandoned in 
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favor of a more comprehensive concept. 
Mental retardation is a sub-normal devia- 
tion, either temporary or permanent, while 
mental deficiency or feeblemindedness, 
usually is thought of as a permanent, irre- 
versible condition associated with an im- 
paired and defective intellectual function- 
ing. In many situations where mentally re- 
tarded individuals are being discussed and 
planned for, the term “mental defective” or 
“feebleminded” might better apply. How- 
ever, it is not the present purpose to resolve 
the confusion surrounding terms in the field. 
It will be sufficient in this paper to use the 
term “‘mentally retarded” to encompass any 
individual whose intellectual functioning is 
impaired and inadequate in the social situa- 
tion in which he finds himself. 


The moderately retarded are those who 
are potentially capable of developing com- 
petence in social and economic performance. 
This group is often referred to as “an edu- 
cable group” for school purposes. A number 
of factors are involved in determining 
whether or not an individual belongs in this 
group. Included are cultural background, 
social development, speech deficiency, physi- 
cal abnormalities, and emotional conflicts. 
The measure of general intellectual perform- 
ance, usually reported in terms of intelli- 
gence quotient (IQ) is also part of the total 
clinical evaluation. While this measure of 
performance, reported in terms of IQ is 
usually considered to be between 50 and 75, 
deviations are often found, and frequently 
qualitative aspects in the general clinical 
outlook are more important than the quan- 
titative ones.’ 


A second group of individuals often re- 
ferred to as “severely retarded,” are those 
who can achieve a limited degree of personal 
social adjustment and competence for eco- 
nomic usefulness. This group commonly 
has an IQ score below 50, perhaps as far 
down the scale as 30. However, again the 
numerical quotient is not the important 
aspect to be considered. The child’s poten- 
tialities for social adjustment, speech de- 
velopment, ability to follow directions and 
to care for his own needs, are by far the 
more important criteria.’ It is this group of 
the population about whom so much 
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thought is being given regarding training 
as opposed to education. It is commonly 
thought that formal academic study is of 
minimum value to this group, and that they 
can benefit most by being given training in 
those simple and ordinary tasks which they 
are able to learn. This is best determined 
on a trial and error basis, although in time 
research ought to establish data which will 
lead to greater understanding of the capa- 
cities and potentials of this group of the 
population as well as methods and pro- 
cedures for their training. Specific training 
for all kinds of workers in the field is also 
an area which ought to be investigated. 


There remains a third group of retardates 
whose capacities and functioning is below 
the two groups already mentioned. This 
group, whose social incompetence and lack 
of understanding, necessitates long-time or 
permanent care in their own homes or in 


_ suitable institutions, is known as “custodial 


retardates” or “dependent retardates”. They 
apparently have little capacity for training 
or occupational usefulness and social com- 
petence.? Included in this group would be 
the severe nursing problems and the serious 
medical problems that require considerable 
attention on the part of trained personnel. 


In any public health program, preven- 
tion is usually considered to be a major as- 
pect. However, the present program is con- 
sidered to be a service one and will concern 
itself with prevention only in respect to 
psychological problems which might occur 
in the family—both with the child involved, 
or with others in the family, including the 
parents. Referring again to the Macy Con- 
ference!, this seems to be an area in which 
service can be given so that serious prob- 
lems do not develop. While any illness or 
disability may be reason for maladjustment 
to occur in the family, the feelings and atti- 
tudes associated therewith may result in 
much greater problems than the disability 
itself. 


In a culture such as our own, intellectual 
efficiency is highly prized by many people. 
Where intellectual limitations exist in the 
family, it has been the cause of many seri- 
ous difficulties. To help overcome such prob- 
lems, the present program is interested in 
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early identification of a retarded child, and 
interpretation to the family about his lim- 
itations, in order to help the family to ac- 
cept the child without feeling guilty or 
ashamed, and in teaching them to take care 
of the child. An early recognition of limita- 
tions and a knowledge of capacities of the 
child, would tend to minimize the family’s 
expecting too much from him and placing 
too great a burden on him. At the same 
time, the problem of nursery school, kinder- 
garten, and beginning early school experi- 
ences might be met much more adequately 
if the responsible teachers and individuals 
were aware of the problem they have to deal 
with before failure or breakdown of the 
child occurs. Such unhappy experiences 
might be avoided if the child’s limitations 
are known before he is asked to function 
beyond his ability in the home, the play- 
ground or the school. 


The details of carrying out the preven- 
tive and service aspects of the program for 
mentally retarded, have been worked out 
— at least in preliminary form. The State 
Well Child Conferences have been used to 
begin this program. The pediatricians in a 
number of the conferences have been ad- 
vised that psychological service is available 
to them. When a child is seen in their clinic 
who is suspected of being mentally retarded, 
he can be referred to the Clinical Psycholo- 
gist in the Division of Maternal and Child 
Health for examination and evaluation. The 
public health nurse acts as the liaison be- 
tween the Well Child Conference and the 
Clinical Psychologist, and provides infor- 
mation about the baby’s health, physical 
examination, and home conditions. She also 
arranges an appointment for the family to 
take the child for examination. After the 
child is seen by the psychologist and the 
report prepared, the pediatrician in the Well 
Child Conference is furnished with a report 
for his guidance and as part of the child’s 
record, and the nurse is expected to work 
with the family, carrying out the recom- 
mendations that have been made. If other 
personnel are involved, such as speech ther- 
apist, family physicians, or clinics, they too 
are advised of the results of the evaluation 
of the child. If any question arises, or if 
there is need for clarification or interpreta- 
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tion of parts of the report, recommenda- 
tions or other pertinent aspects to be con- 
sidered, a conference is arranged so that all 
interested persons may clarify their think- 
ing in behalf of the best interests of the 
child and the family. 


After the child has been seen an interview 
is held with the parent, usually the mother. 
An effort is made to describe her child in 
terms of his limitations, and also his poten- 
tials, so that she will know more clearly 
what she might expect of him. This seems 
to be an important part of this program, 
for it is the family — by their attitudes 
and feelings — who set the stage for ac- 
ceptance of their child, not only in their 
home, but also in the community in which 
they live. It is not anticipated that any 
parent can be told their child is thus and 
so, and have them believe it and accept it 
at once. However, the possibility that an in- 
terview can be followed by subsequent in- 
terviews holds out the promise that eventu- 
al acceptance and understanding can be 
made a part of their thinking about their 
child. 


When problems of the parents, together 
with the problems of the child, aggrevate 
the family situation — perhaps the parents 
feel guilty or ashamed, or don’t know how 
to cope with their child, or are unable to 
handle their own personal problems, or may- 
be a combination of all of these — the pres- 
ence of such unsatisfactory conditions in 
the home often create conflicts, dissatisfac- 
tion, and difficulty. Where this is so because 
of problems associated with a retarded 
child, the State Board of Health program 
offers counseling service. It is intended that 
one or both parents, if necessary, be re- 
ferred to the Clinical Psychologist for 
counseling. The parent will be seen as often 
as is necessary so that he might be given 
information about his child and associated 
problems. As the parent acquires insight 
into his and the child’s problems, it is an- 
ticipated that the difficulties created by the 
problem will diminish. The possibility of 
group counseling has been considered, and 
while it is not part of the program at pres- 
ent, prospects for the future have been fa- 
vorably considered. 
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It might be mentioned again that the one 
staff member who is visiting in the home 
and is in close touch with the situation 
within that home is the public health nurse. 
It is through her and her efforts that this 
program succeeds. She has recommenda- 
tions, reports, evaluations, and suggestions, 
some of which perhaps are not and cannot 
be followed through because of various home 
conditions and situations. However, it is 
anticipated that through conferences and 
home visits, the various staff members will 
be able to be informed to the extent recom- 
mendations are followed in the home. 


The programs as described so far, has 
been based upon those Well Child Confer- 
ences supported by the State Board of 
Health. No one believes that the Division 
of Maternal and Child Health will be able 
to see all of the retarded children in the 
State of Delaware. However, it is hoped 
that a representative number will be seen 
and that the service of this program will 
not be restricted to the Well Child Con- 
ferences. With this thought in mind, pedia- 
tricians and other physicians are invited to 
make use of the services of the program for 
the retarded as established by the State 
Board of Health. Referrals can be made to 
the writer. The same general procedures 
will be followed as far as practicable as are 
set forth above. It would seem that the re- 
ferring physician and the clinical psycholo- 
gist would be in close touch with each other. 
Specifically, services to private practitioners 
seem likely in two areas: (1) diagnostic ex- 
aminations and evaluations, and (2) coun- 
seling for parents. 


The present program does not provide a 
complete program for the care and the 
needs of the retarded individual. According 
to a recent United States Office of Educa- 
tion’s report® there are four million edu- 
cable or marginly independent retarded in- 
dividuals in this country. Of this group, 
750,000 are children between the ages of 
6 to 17. Of this group, 108,903 are in pub- 
lic school classes. Of the trainable retard- 
ates, or semi-independent individuals, there 
are reported to be 600,000 in the United 
States of whom 110,000 are between the 
ages of 6 and 17 years. 10,000 of this group 
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are in a special class. When it is realized 
that 95% of the retarded individuals are 
in the community and that only 5% are in 
institutions, some awareness of the magni- 
tude of the problem confronting us is evi- 
dent. As Leo Kanner‘ has said, our society 
could not function without the services of 
mentally defective and mentally retarded 
individuals. Thus it appears that we must 
think not only in terms of education, but 
also of training of various kinds: training 
in social activities and social behaviors, in 
personal care and in daily living. Recreation 
is another important aspect. If the retarded 
person is to have a useful job to do, he has 
to be trained to do that job. Ofttimes guid- 
ance is necessary as to which particular job 
is suitable for him. Sometimes counseling 
is required, with personal problems or with 
problems of a more general nature. Some- 
times parents might need educational 
courses and other pertinent information 
which would make the care of their child 
easier for them and better for the child. 
The sheltered workshop is not the only so- 
lution for the retarded individual. He may 
be capable of more than that, depending 
upon the extent of his mental and social 
competence. Community centers devoted 
especially to the problems of the retarded 
are performing a useful function in some 
areas and localities. Whatever services are 
ultimately provided for meeting the needs 
of this section of our population, one serv- 
ice seems a primary necessity. That service 
is a readily available clinic or center, staffed 
by competent people whose purpose it is to 
evaluate, assess, and utilize the capacities 
of the retarded individuals of our State. 
Such a facility devoted to the diagnosis, 
evaluation, training and employment of re- 
tarded persons, would meet a need not only 
of the retarded, but also help to make them, 
in part at least, independent and contrib- 
uting citizens. 
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SELECTIVE SEROLOGIC TESTING IN DELAWARE 


WINDER L. Porter, M.D.* 


New cases of venereal disease in Dela- 
ware, according to reports, declined pro- 
gressively for several years after World War 
II and then began to increase again. As 
the resurgence became sustained, new ap- 
proaches to the problem were sought. In the 
autumn of 1955, selective serologic testing 
was undertaken in the City of Wilmington 
and its vicinity. This project was supported 
by a grant from the United States Public 
Health Service and was conducted with 
cooperation from the Wilmington City 
Board of Health. A detailed account of 
experiences in this survey was presented 
in May 1956 before the International 
Symposium on Venereal Diseases and the 
Treponematoses, and has been published 
with the proceedings of that symposium. Of 
3310 specimens obtained, analysis was com- 
pleted on 3278, and is briefly summarized 
in Table I. 


In the brief period of four and one-half 
weeks there were found 198 persons in need 


* Director, Division Venereal Disease Control 


of treatment for syphilis and nearly 300 
names were added to the register of pre- 
viously unreported cases of syphilis. The 
bulk of these cases were discovered through 
street corner testing of volunteers in a rela- 
tively few pockets of the city although test- 
ing activities extended over the entire city. 
An appreciable number was obtained by 
door-to-door and tavern-to-tavern testing 
in suspected high prevalence areas. 


Following this success in the city of Wil- 
mington, the effort was extended to the re- 
mainder of the state in the spring of 1956. 
A brief summation of this experience is 
found in Table II. It was noted that a high 
incidence of infection could be found among 
those who pursue certain occupations. 
Tabulations for oyster shuckers and poultry 
packing plant employees is summarized in 
Table III. Figures for other occupations 
are less complete, but do focus attention 
upon a need for further studies along this 
line. 


TABLE I 
1955 WILMINGTON SURVEY 
Number # Pos. + Dbt. Total % B t Returned Previously 
Donors (Reactive) (W. React.) Reactive React. To Rx. To Rx. Adequately Rx. 
Males 1944 174 87 261 13.4 50 74 101 
Females 1334 96 60 156 11.7 27 47 62 
Total 3278 270 147 417 12.7 77 121 163 
TABLE II 
1956 SPRING SURVEY IN KENT AND SUSSEX COUNTIES 
No. No. No. Weakly Total % B t Returned Prev. Rx. 
Donors React. Reactive React. Reactive To Rx. To Rx. Adequate 
Males 1157 134 90 224 19.4 45 74 68 
Females 924 145 78 223 24.1 49 51 81 


Total 2081 279 168 


447 21.5 94 125 149 
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TABLE Iil 
1956 SPRING SURVEY OF TWO INDUSTRIES 
No. Reactive % B t Returned % 
" Number or W.R. Reactive To Rx. To Rx. Treated 
Poultry Processors 754 133 17.6 21 35 7.4 
Oyster Shuckers 127 31 24.4 7 12 15.0 


Phase one of this program terminated 
with the fiscal year on July 1, 1956 but 
strongly supported the opinion that there 
still remain a considerable number of per- 
sons in the state in need of treatment for 
syphilis. A second phase was undertaken 
with a further grant from the U.S.P.H.S., 
and this time was directed particularly at 
certain types of workers, although two large 
centers of population in New Castle County 
were screened in the original manner. Table 
IV summarizes these operations for the 
latter half of 1956. 


In the spring of 1957, the program re- 
verted to the City of Wilmington in the 
form of testing volunteer employees in small 
and medium sized industries. Of 2058 
workers, only 117 or 5.7% had reactive 
tests; processing of these cases is not com- 
plete so that the yield of new cases of 
syphilis cannot be reported at this writing. 
The lower percentage of reactors is attrib- 
utable to two handicaps of this approach; 
viz. (1) the expediency of extending the 
program to some plants which requested 


the service, although they might not have 
been selected as likely to produce many 
cases, and (2) the impossibility of limiting 
the program to selected workers in a par- 
ticular plant. Reactivity among laborers in 
the leather industry was quite high but 
was diluted by the number of office workers 
who also volunteered. Where unskilled 
“blue-shirted” workers predominate, much 
higher yields are forthcoming than among 
“white-collar” and highly trained artisans. 
One plant which employed only skilled labor 
had no reactors among 67 employees. 


Surveys within industrial plants have 
been suspended to allow a fuller program 
among seasonal employees. Already 41 re- 
actors have been found among 348 agricul- 
tural migrants. 


During the earlier months of this survey, 
new cases of syphilis continued to be re- 
ported in the state in such numbers as to 
place Delaware about fifth among the 
United States for new cases per unit of 
population. This rank was achieved via 


TABLE IV 


1956 FALL SURVEY 
OF TWO TOWNS AND SELECTED OCCUPATIONS 


Total % Brought Returned _—Prev. Rx. 
Bloods Reactors Reactive To Rx. To Rx. Adequate 

Door to Door—(Two Towns) 161 51 31.7 

Fishing Boat Crews 244 58 23.8 

Fish Processors 218 34 15.6 

Oyster Shuckers 68 10 14.7 

Poultry Processors 105 17 16.2 

Cannery Employees 937 188 20.1 

Lumber Workers 7 1 14.3 

Agricultural Migrants 110 15 13.6 

Resort Food Handlers 331 23 6.9 


(Cooks, Waiters, Butlers, Etc.) 
Total 2181 397 18.2 91 122 102 
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cases detected by routine processing of hos- 
pital admissions, candidates for marriage or 
employment, prenatal examinations, etc.; 
addition of survey cases moved the State 
up to second place. Case reports for 1957 
have slackened but it is too early to deter- 
mine if the trend will be sustained. 


From time to time, one becomes aware of 
a ripple of sentiment belittling the value of 
this intensive search for cases of syphilis, 
because most of the cases have had their 
disease for some time and are less likely to 
be infectious. This is a reflection upon the 
inadequacy of detection and treatment pro- 
grams in years past, but does not make the 
effort any the less worthwhile for there still 
is possibility of preventing disabling or in- 
capacitating illness and reducing the load of 
the various welfare agencies. Admittedly it 
is impossible to determine which of these 
patients would later develop serious conse- 
quences, and it is certain that some have 
had their syphilis arrested coincidentally by 
antibiotics administered for other reasons. 
Nonetheless, we must treat all who have no 
proof of adequate treatment in the past, for 
we continue to see the blind, the paralyzed 
and the insane victims of neglected syphilis, 
and babies continue to be born with the 
disease even though effective treatment is 
readily available. 


The low incidence among people of the 
ages most active sexually may lead to a 
false sense of security for there is every 
evidence that there could be an epidemic 
spread if infectious syphilis were introduced 
into this group. The reported cases of 
gonorrhoea and the number of illegitimate 
births testify volubly to the extreme sexual 
promiscuity, and indeed at this writing, 
several cases of infectious syphilis among 
teenagers are under investigation and may 
very well bespeak an epidemic spread. 
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The question of biologic false positive 
reactions becomes of increasing importance 
as the incidence of syphilis is reduced, but 
as Fiumara and others have pointed out, 
there is still a high degree of specificity for 
reactive tests among those persons of the 
socio-economic status that comprise the 
clinic group, and which are the prime tar- 
gets of our surveys. 


This quest for cases must proceed and 
we must insure that every case receives 
adequate treatment. Surveys will continue 
in all parts of the state, applying every 
technique which bears promise. The Divi- 
sion of Venereal Disease Control urges every 
physician to join the crusade and encourage 
serologic tests for all patients so that our 
state will not continue to face the finger of 
scorn. With its wealth and resources, Dela- 
ware should be among the leaders in sup- 
pression of venereal disease, instead of drag- 
ging near the bottom. 


SUMMARY AND CONCLUSION 


1. In the past two years, selective sero- 
logic testing has been extended to 9978 per- 
sons in Delaware, with 1419 of those show- 
ing serologic evidence of syphilis. 

2. It has proven profitable to test all em- 
ployees in certain industries, but surveying 
an entire plant often necessitates including 
many workers of socio-economic status 
where little syphilis is to be found. 

3. The quest is of value even though 
most of the cases found have had their dis- 
ease for many years. 

4. So long as one case of infectious 
syphilis remains untreated, there is always 
the likelihood that an epidemic spread may 
develop. 

5. All physicians are urged to join the 
crusade to remove Delaware from the lead- 
ers in venereal disease morbidity. 


TABLE V 
1957 SURVEY 
Total bloods Reactors % Reactive 
Wilmington Industries 2058 117 5.7 
Agricultural Migrants 348 41 11.8 
Total 2406 158 6.6 
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THE NOMENCLATURE AND SCOPE 
OF COMMUNICATIVE DISORDERS 


WILLIAM G. Harpy, Pu.D.* 


The general field of communicative dis- 
orders and problems is broad, and during 
the years since World War II many changes 
have been wrought regarding these disabil- 
ities: in basic assumptions, in fundamental 
knowledge, in clinical tools, and in training 
and retraining needs. In consequence, new 
terms, re-definitions, and new attitudes 
have been generated, many of which are by 
no means stable, all of which need broad 
professional interchange so that one group 
of specialists may reasonably understand 
what another group is talking about. This 
is particularly necessary because of the de- 
veloping comprehension of the responsibil- 
ities which should be assumed in medicine, 
in public health, and in education, in work 
with a child who has a communicative dis- 
order. Medicine, in the broadest sense, must 
provide the diagnostic and descriptive in- 
formation which the educator should have 
in order to place a child so that his best 
potentials may be realized, or to know what 
facilities in special education are needed. 
Because of this relationship, the matter of 
nomenclature becomes exceedingly impor- 
tant. 

Communication with verbal symbols is one 
of man’s most distinguishing characteristics, 
and when this transmission system does not 
develop normally, the entire dynamic struc- 
ture of the child’s personality may be se- 
riously affected. Obviously, this may have 
serious implications in his learning and in 
his psycho-social development. For this rea- 
son, children with communicative disorders 
require additional or special help through 
all or part of the educative process. The 
data from a recent study of the needs of 
1,100,000 atypical children in 14 states 


ryngol 
Hopkins Medi Institutions; Consultant to Speech and 
Hearing Services, The Delaware State Board of Health. 


suggests that approximately 60 percent of 
these children have, among other things, 
communicative disorders. The scope of the 
field is tremendous. 


There are many ways to describe the com- 
municative processes and their disorders. A 
useful approach can be made in terms of 
the way communication develops normally 
in children: 

1. Hearing: the presentation of sound to 

the mind is a major channel in lan- 
guage development; 


2. Language: this is the mind’s activity 
in learning, associating, and using 
symbols significantly; 


3. Speech: this is the expressed form 
of verbal language; a child may com- 
municate in directed babble, but 
speech must follow an orderly se- 
quence of sound-utterance. 


In the course of early development, the 
baby learns what may be called communica- 
tive awareness, a consciousness of bridging 
the gap between minds by visual and aud- 
itory exchanges. Then comes comprehension 
of language, the development of meanings 
through integration of auditory, visual, and 
situational stimuli; this is the foundation 
of reading. Third, comes facility in the ex- 
pression of language, the development of 
speech through successive stages of babble, 
vocal play, jargon, words, and sentences; its 
counterpart, later on, is writing. The child 
with a serious communicative disorder is 
not especially endowed so he can develop 
differently; he must go through precisely 
the same stages as does the normal child. 
How well he can do this depends upon a 
variety of factors: (1) the cause, nature, 
and extent of the pathology or maldevelop- 
ment of the hearing, language, and speech 
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mechanism; (2) physical, intellectual, and 
social status and maturity; and (3) the 
status of his communicative skills. These 
are the facts to be obtained in working out 
a health profile. When they are known, a 
program of training can be outlined accord- 
ing to the needs of the particular child, lim- 
ited only by the facilities that are avail- 
able. 


A simple diagnosis of deafness, in this 
regard, does not offer sufficient information. 
Deafness is not a disease, but it may be a 
symptom of a variety of diseases and dis- 
orders. What is necessary is that the child 
be studied in exhaustive detail, and given 
whatever medical treatment is indicated, 
so that he may be trained as a child, not 
as a damaged auditory mechanism. So, too, 
with language disorders, some of which are 
diffuse, some of which may be quite limited 
or specific. Usually, the development of lan- 
guage is a product of multiple stimuli and 
responses in which audition plays an im- 
portant part. A language disorder exists 
when there has been maldevelopment of, or 
a breakdown of, the structures of the cere- 
brum where these myriad connections and 
associations are made. Sometimes, as in 
some forms of epileptoid diseases, medica- 
tion can materially improve the function 
of these brain structures; more often, how- 
ever, improvement of these language func- 
tions is a direct product of training or re- 
orientation of undamaged structures. This 
is a dynamic process of integration. Speech 
disorders are best analyzed, perhaps, in 
physiologic terms; that is, what is happen- 
ing in the sequence of events of utterance 
that interferes with ready communicative 
expression. With few exceptions, a severe 
hearing impairment or language disorder 
produces aberrant speech. For the most 
part, however, speech disorders may exist 
when both hearing and language functions 
are reasonably normal. Aside from the dys- 
arthrias, which are caused by damage or 
disorder at the sensory-motor level of the 
brain, the great majority of cases of speech 
disorder represent a breakdown, or lack of 
development of, articulatory reflexes. There 
are many causes for this condition, ranging 
from problems of unbalance in the dynamics 
of personality to less than adequate re- 
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flexes in the control of, or in the mechanics 
of, utterance. It is important in speech cor- 
rection that more than the obvious symp- 
toms be treated; thus the need for careful 
diagnosis—again, of the whole child—and 
for an integrated program of training that 
incorporates the best in health and educa- 
tion. In order that adequate goals may be 
realized, it is important that the various 
disorders be understood categorically. 


In common usage, the term hearing means 
adequate or expected response to sound, 
while the term deafness means lack of re- 
sponse to sound. Neither of these general 
apposites is useful for precise health and 
educative reference. Hearing encomposses 
the activity of the external and middle ear 
in conducting sound, the transduction of 
this energy into electrical values in the 
inner ear, the passage of electrical current 
across various synapses through the brain- 
stem and the interbrain to the auditory 
cortex. The inner ear (cochlea) serves as 
the specific peripheral sense-organ; here 
sound is analyzed in terms of its harmonic 
components. The auditory cortex serves a 
complementary function; it is the percep- 
tive mechanism of hearing where the har- 
monic complex of sound is synthesized. This 
is the VIIIth Nerve System; hearing im- 
pairment involves a breakdown, or disorder, 
or dysfunction of this system. Further cere- 
bral functions involve the transmission of 
these auditory signals to the associative 
centers, and selection, recall, and motor 
synthesis in terms of meaning and experi- 
ence. These functions lie beyond hearing, 
and involve the complex of listening, under- 
standing, memory, and the like. 

Hearing impairment may take several 
different forms, alone or in combination: 

Conductive—involves trouble in the ex- 
ternal or middle ear, whereby the passage 
of sound is impeded or damped; this may 
exist with any of the other types of hear- 
ing impairment; many kinds of conduc- 
tive impairment are quite amenable to 
medical and surgical therapy, which is 
indicated as soon as the problem is de- 
fined; 

Peripheral Neural—involves damage to 

or atrophy of the specific end-organ of 
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hearing, the Organ of Corti of the inner 
ear. Pathology in the inner ear may re- 
sult in impairment of both intensity and 
frequency, and commonly results in 
acoustic distortion. The inner ear con- 
tains the mechanism for encoding acous- 
tic information, and damage at this level 
implies something less than a normal 
amount of acoustic information transmit- 
ted to the brain; 
Central Neural—involves damage to or 
maldevelopment of the transmitting and 
perceptive structures of the VIIIth-Nerve 
System central to the cochlea. This may 
affect only loudness, only pitch, or both 
loudness and pitch. When the central 
mechanism, particularly the auditory cor- 
tex, is seriously involved, the individual 
can receive sound encoded in the end- 
organ, but cannot perceive it; the decod- 
ing facilities are affected, and he loses or 
does not develop his capacity to discrim- 
inate sounds and therefore cannot moni- 
tor himself. This is a quite common kind 
of “deafness” and does not necessarily in- 
volve other kinds of “brain damage’, as 
this term is frequently employed; 

Mixed—may involve any combination of 

the other impairments; 

Psychogenic—involves a psychic compo- 

nent either as the basic cause of, or as a 

source of aggravation of, hearing impair- 

ment. 
Any of these types, alone or in combination, 
may underlie a permanent hearing impair- 
ment which constitutes a social and edu- 
cative disability. All require definitive diag- 
nostic description prior to any educative 
disposition. 

Language impairment is much more dif- 
ficult to apprehend and study. Because the 
details of complex cortical function cannot 
be observed directly, the precise nature of 
a language disorder must remain in large 
part obscure. In general there are two types 
(it is taken for granted that there will be 
language problems in various kinds and de- 
grees of mental retardation): 


1. Disability or aberration in learning 
to make the necessary relations among 
symbols, meanings, and experience, 
associated with classical neurological 
or psychiatric entities such as motor 
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palsy, encephalitis, meningitis, epilep- 
toid diseases, schizophrenia, and the 
like; 

2. Similar disability or a berration in 
function evidently relatable to no 
known syndromes nor symptoms, and 
presumably existing on unknown 
bases of development. 


There are many ramifications of these vari- 
ous language disorders for which the task 
of diagnostic description is severe in the ex- 
treme. Many children who belong in this 
group are thought to be deaf or mentally 
retarded; yet they should be handled differ- 
ently from deaf children, and retraining 
methods suitable for them are quite differ- 
ent. Children with these language disorders 
cannot be handled in large groups. In- 
volving as it does the entire behavioral com- 
plex of the child, a language disorder is 
unique with each child. 


Speech disorders are quite readily de- 
scribed in four major categories: 


1. Delayed and retarded speech exist 
with the presumption of normal hear- 
ing and language mechanisms. Re- 
tarded speech involves a reasonably 
normal time of onset, with noticeable 
lag in development; infantile perserva- 
tion is its most common form. De- 
layed speech implies lack of onset, far 
beyond any reasonable limit; there 
are many possible contributory fac- 
tors; 


2. Articulatory disorders involve dis- 
ability in the physiologic details of 
uttering speech sounds in connected 
discourse. There are two principal 
types: 

a. Physiologic disorders for which 
there is no evident structural 
basis; the articulatory mechanism 
is apparently normal but the 
habit-patterns in the movement 
of the speech-articulators are 
aberrant; 


b. Anatomic disorders (such as a 
cleft palate, or a severe maloc- 
clusion) wherein the speech de- 
ficiency is a direct product of the 
organic status. 
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3. Dysphonia relates to a disorder in the 
propagation of voice. It is commonly 
caused by misuse of the thoracic or 
laryngeal structures. Aside from this, 
there are various lesions of these struc- 
tures (in quite low prevalence among 
children) which may cause dysphonia. 

4. Dysarthria is a general term referring 
to a wide variety of speech disorders 
caused by brain injuries or disorders 
or anomalies, wherein sensory-motor 
function is interfered with or seriously 
affected. These problems usually occur 
with relation to known neurological 
categories. 

Reference is not made in this context to 
any standard of or predilection for “Correct 
speech.” This is an aesthetic matter, or 
value-judgment, which lies outside the 
province of speech pathology. A speech dis- 
order is a condition wherein the communi- 
cative process is interfered with more or less 
seriously, and whereby undue attention is 
called to the act of speech utterance. This 
status is independent of prejudicial opinion 
about any particular dialect or idiomatic 
construction. In these terms, almost all 
speech disorders are amenable to correction 
or improvement. 


Although it is often thought of as a 
speech disorder, stuttering is quite different 
from the problems outlined above. Interfer- 
ence with smooth-flowing speech is only the 
symptom of the basic problem, and, just as 
one would not treat measles by rubbing 
salve on the skin lesions, so one would not 
treat stuttering by routine articulatory 
drillwork. The distinction between stam- 
mering and stuttering is not sound; it exists 
in the public mind in large part because the 
roots of these two words were in German, 
and an attempt was made years ago in 
Germany to describe two degrees of symp- 
toms. A similar descriptive effort is current 
in the terms “primary” and “secondary” 
stuttering. Measles is measles, regardless of 
the severity of any particular case, and the 
problem of helping the stutterer is better 
met if one does not confuse degree with 
status. 


Stuttering is a complex of the dynamics 
of personality, wherein there exists a severe 
anxiety-state, anticipatory and inhibiting, 
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which causes a block in the sensory-motor 
synchrony of speech utterance. By defini- 
tion, stuttering is an operational disorder; 
when there are neuro-organic involvements, 
the condition is something else. A principal 
symptom is a dysrhythmia that commonly 
takes the form of perservation or retarda- 
tion in the utterance of a speech sound or 
syllable. The usual period of onset is age 
3 to age 6 years. In its developed form, 
stuttering is commonly amenable to com- 
pensatory therapy, rarely to complete cure. 
The preferred attack on the problem is pre- 
vention; that is, recognition of early symp- 
toms and removal from the child’s environ- 
ment of the precipitating factors. Stutter- 
ing is a severe disability, extremely costly 
to individual and community, and consti- 
tutes a real challenge in treatment and 
education. 

It seems quite clear that, as children with 
special needs for training and learning, a 
large proportion of those with hearing, 
language, and speech disorders present their 
basic needs prior to statutory school age. 
Accordingly, it seems apparent that much 


of the work of training in communication 


habits and skills should be initiated in the 
preschool years. For this reason, among 
others, the details of case-finding, diagnosis, 
treatment and follow-up (including audio- 
logic guidance, and language and speech 
training) are best handled in a combined 
school-health program. Later, when the 
child reaches school-age, or becomes eligible 
for a special training program under special 
public education, there should be a smooth 
transition in principles, methods and pro- 
cedures, so that his optimum progress is 
fostered to the fullest extent. This sort of 
rehabilitative effort is not the prerogative 
of any particular professional group, but 
remains a many-sided cooperative endeavor 
involving the physician, the audiologist, the 
speech correctionist, the psychologist, the 
teacher and, above all, the parent. It can- 
not be fully effective except as this group 
learns to work as a team, sharing common 
principles and common objectives. 


Note: Much of the detail of the nomenclature 
and scope of the field was worked out in sessions 
of the sub-committee on Hearing, Language and 
Speech Disorders, of the Committee to Study the 
Educational Needs of Atypical Children in Mary- 
land. The writer was chairman of this su 
committee and undertook to work up this material. 
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PHYSICAL THERAPISTS PRACTICE ACT 
RicHARD ZARBOCK, R.P.T., M.A.* 


On June 29, 1955 the General Assembly 
of the State of Delaware passed and enact- 
ed into law an amendment to the Delaware 
Code, entitled “Professions and Occupa- 
tions” which provides for the examination 
and registration of physical therapists. You 
may ask, “What does this law mean to me 
as a physician?” It means that physical 
therapists who are registered by the Dela- 
ware State Examining Board of Physical 
Therapists are fully qualified professionally, 
morally, and educationally to practice phy- 
sical therapy under the prescription, super- 
vision and direction of a person licensed in 
Delaware to practice medicine and surgery. 


APPLICATION REQUIREMENTS 


An applicant for a certificate of registra- 
tion as a physical therapist must file a 
written application on forms provided by 
the Examining Board of Physital Thera- 
pists which is appointed by the Governor. 
The applicant shall present satisfactory evi- 
dence that he is at least twenty years of age, 
is of good moral character, has obtained h 
high school education or its equivalent, and 
has been graduated from a school of physical 
therapy approved by the appropriate sub- 
committee of the American Medical Asso- 
ciation. He shall pay $15 and present him- 
self for examination at the first meeting 
thereafter at which examinations are to be 
held. 


EXAMINATION 


The examination shall embrace the sub- 
jects, theories, and techniques used by the 
physical therapist in the treatment of dis- 
ease, injury, and mental conditions by the 
use of physical, chemical and other prop- 
erties of heat, light, water, electricity, mas- 
sage and therapeutic exercise which includes 
posture and rehabilitation procedures. The 
use of roentgen rays and radium for diag- 
nostic and therapeutic purposes, and the 


* Coorinator of Physical & Occupational Therapy, Division 

of Crippled Children’s Services, State of Health. 

Secretary & Treasurer, Delaware Examining Board of 
Physical Therapists. 


use of electricity for surgical purposes is 
not authorized. 


RESTRICTIONS OF NON-REGISTRANTS 

A person who is not registered with the 
Examining Board as a physical therapist 
shall not represent himself as being so reg- 
istered and shall not use in connection with 
his name the words or letters “R.P.T.”, 
“Registered Physical Therapist”, or 
“Physio-therapist”, or any other letters, 
words or insignia indicating or implying 
that he is a registered physical therapist. 


GROUNDS FOR REFUSAL OR REVOCATION 


The Board shall refuse to grant registra- 
tion to any physical therapist or shall re- 
voke the registration of any physical thera- 
pist for the following reasons: 


1. If he is addicted to the use of nar- 
cotic drugs or alcoholic beverages. 


2. If he has been convicted of violating 
any state or federal narcotic law. 

3. If he has obtained or attempted to 
obtain registration by fraud or ma- 
terial misrepresentation. 

4. If he is guilty of any act derogatory 
to the standing and morals of the 
profession of physical therapy, in- 
cluding the treatment or undertaking 
to treat ailments of people other than 
by physical therapy, and undertak- 
ing to practice independent of the 
prescription, direction and supervi- 
sion of a person licensed in Delaware 
to practice medicine and surgery. 


CONCLUSION 


In conclusion, it would be well to stress 
the importance of the Physical Therapists 
Practice Act to the physician as an aid to 
providing both better treatment services 
and more adequate protection for the pa- 
tient. The Act has been endorsed and en- 
couraged by the American Medical Associa- 
tion, the Delaware Medical Society and 
the American Physical Therapy Associa- 
tion. 
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* Editorials * 


A Dous.Le-Epcep Sworp 


Today’s family physician is longer trained 
and better equipped than his counterpart 
of years ago. An obvious index of this is the 
number of general physicians who main- 
tain fluoroscopes in their offices. 


Careful fluoroscopic examination is with- 
out doubt a primary factor in the diagnosis 
of many diseases of the respiratory and cir- 
culatory systems. Improper use of this 
method of examination, however, can be 
dangerous. The hasty observer may over- 
look significant data upon which may hinge 
the diagnosis and guide to proper treat- 
ment. The careless operator can easily sub- 
ject himself and his patient to excessive 
amounts of radiation. 


It is essential that every physician hav- 
ing access to a fluoroscope should periodi- 
cally check his fluoroscopic habits in order 
to insure proper protection to all concerned. 


Ir CouLp Happen HERE 


In the event anyone missed the signifi- 
cance of Delaware’s venereal disease rate, 
it is one record not subject to envy. The 
person who sees no cause for alarm should 


read the article “An Outbreak of Gonorrhea 
and Early Syphilis in Massachusetts” that 
appeared in the May 22nd issue of The New 
England Journal of Medicine. It could hap- 
pen here. 


Say WHaT You MEAN 


Articles in The Saturday Evening Post 
(July 13th) and The Saturday Review 
(August 10th) are but two of many excel- 
lent ones recently published in a plea for 
people to express themselves clearly. 

This is not a reminder to medical writers 
to clean up their manuscripts but rather 
one to practicing physicians to combat the 
number one public criticism of the physi- 
cian — his failure to properly explain the 
patient’s condition. Surveys have shown 
this factor to be far above fee, unavailabil- 
ity, and hasty examination in the list of 
complaints. 


The patient, or the family, has a right 
to know the facts. It is our duty to give 
these facts in clear, understandable lan- 
guage. A small amount of effort in this di- 
rection will result in a tremendous public 
relations improvement. 
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Rocer Murray, M.D. 


President Medical Society of Delaware 1957 
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RELIEVES THE GNAWING ACHE 


Pro-Banthine provides rapid 


control of pain in peptic ulcer 


In a two-year study! by Lichstein and co- 
workers, documented by intensive personal 
observation and by follow-up studies, Pro- 
Banthine (brand of propantheline bromide) 
often brought immediate relief of ulcer pain. 
Patients (11 per cent) who did not respond 
satisfactorily to Pro-Banthine therapy had 
“anxiety manifestations of psychoneurotic 
proportions.” 

In addition to frequent immediate sympto- 
matic relief, Pro-Banthine reduces gastroin- 
testinal motility and diminishes the secretion 
and acidity of gastric juice, all-important 
factors in the generation and aggravation of 
peptic ulcer. 

These actions of Pro-Banthine and its 
demonstrated effectiveness in accelerating ul- 


cer healing?-> mark the drug as a most valu- 
able adjunct in the treatment of peptic ulcer. 
The suggested initial dosage is one 15-mg. 
tablet with meals and two tablets at bedtime. 
An increased dosage may be necessary for 
severe manifestations and then two or more 
tablets four times a day may be prescribed. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: 
Am. J. M. Sc. 232:156 (Aug.) 1956. 

2. Sun, D. C. H., and Shay, H.: Arch. Int. Med. 97:442 
(April) 1956. 

3. Rafsky, H. A.; Fein, H. D.; Breslaw, L., and Rafsky, 
J. C.: Gastroenterology 27:21 (July) 1954. 

4. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: Gastroenterology 25:416 (Nov.) 1953. 

5. Silver, H. M.; Pucci, H., and Almy, T. P.: New Eng- 
land J. Med. 252:520 (March 31) 1955. 
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kids really like... 


RUBRATON 


SQUIBB IRON, B COMPLEX AND Biz VITAMINS ELIXIK 


@ to correct many common anemias 
to correct mild B complex deficiency states 
® to aid in promotion of growth and stimulation of appetite in poorly nourished children 


Each teaspoonful (5 cc.) supplies: 
Elemental Iron 
(as ferric ammonium citrate and colloidal iron) 
(equivalent to 130 mg. ferrous sulfate exsiccated) 
Vitamin B12 activity concentrate 
Thiamine mononitrate 
Ribofla 
Niacinamide 
Pantothenic acid (Panthenol) 
Pyridoxine hydrochloride 
Alcohol content: 12 per cent 
Dosage: 1 or 2 teaspoonfuls t.i.d. 
Supply: Bottles of 8 ounces and 1 pint, 


3 

1.0 mg. 

the Priceless In gredient 

ss 

15 mg. 
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ECKERD’S Baynard Optical 
DRUG STORES C ompany 


COMPLETE 


DRUG SERVICE Prescription Opticians 
FOR * ge 
PHYSICIAN - PATIENT 
BIOLOGICALS According to Eye Physicians’ 
PHARMACEUTICALS 


HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
900 Orange Street 


513 Market Street 723 Market Street 5TH AND MARKET STS. 
Fairfax 3002 Concord Pike 

DuPont Highway WILMINGTON, DELAWARE 
Merchandise Mart Gov. Printz Blvd. 


when anxiety and tension “erupts” in the G. I. tract... 


ILEITIS 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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EVERY WOMAN 


WHO SUFFERS 


THE 
MENOPAUSE 


DESERVES 


“PREMARIN: 


widely used 
natural, oral 


estrogen 


AYERST LABORATORIES 


New York, N.Y. © Montreal, Canada 
5645 
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PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


ALL PHYSICIANS 


SURGEONS 


DENTISTS 


COME 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicago 
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OMPOUN 


Cold 


offer “Syndromatic” Control 
the COMMON COLD, Allergic 


Patients breathe, sleep, work and 
play better with new “syndromatic” action. 


Neo-Synephrine Compound Cold Tablets... 
for... Full “Syndromatic” Relief. 


Neo-Synephrine (brand of phenylephrine) and 
Thenfadil (brand of thenylidiamine), trademarks reg. U.S. Pat. Off. 
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Neo-Synephrine Compound Cold Tablets 


protect patients through the full — 


range of symptoms | @ 
| Each tablet contains: : 
| NEO-SYNEPHRINE HCI, 5 mg. 


Mild, long acting decongestive | 


NASAL STUFFINESS, RHINORRH 
Acetaminophen, 150 mg. 
| Effective analgesic and antipyretic a 
HEADACHE AND ASSOCIATED ACHES AND PAINS 
Thenfadil® HCI, 7.5 mg. 
Dependable, well tolerated antihistaminic oe 
ALLERGIC SENSITIZATION | 


| Caffeine, 15 mg. 


MENTAL AND PHYSICAL LASSITUDE | 


Dose: Adults—2 tablets three times daily. 
Children 6 to 12 years—1 tablet three times daily. 


Bottles of 100 tablets 
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ow to 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 


25¢ Bottle of 48 tablets (114 grs. each). 
We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION of Sterling Orug inc. 1450 Broadway, New York 12, N. Y. 
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WHENEVER 
COUGH THERAP 


= Relieves cough quickly and thor- 
oughly ® Effect lasts six hours and 
longer, permitting a comfortable 
night’s sleep # Controls useless 
cough without impairing expecto- 
ration ® rarely causes constipation 
= And pleasant to take 


p and oral tablets. Each teaspoon- 
ful or tablet of Hycopan* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription. 


Richmond Hill 1 
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one dose 
a day... 


} 
4 
4 
i 
‘ 
| 
¢ 
ae 
#q 
q 
‘ 
i 
‘ 
q 
, 
q 


SEPTEMBER, 1957 DELAWARE STATE MEDICAL JOURNAL xxxix 


nnouncing... 

a new practical 
and effective method 

for lowering blood . 

cholesterol levels... 


Arcofac 


Just one dose a day effectively 
owers elevated blood cholesterol 


.. - While allowing the patient 
to eat a balanced... nutritious... 
and palatable diet 


| Each tablespoonful of emulsion contains: 


| Mixed tocopherols (Vitamin E) 11.5 mg. 
(sodium benzoate as preservative) 


; Arcofac is effective in small doses 
| and is reasonable in cost 


to the patient 


THE ARMOUR 


LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


Armour...Cholesterol Lowering... Factor 
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ACHROCIDIN is a well-balanced, comprehensive formula for 
treating acute upper respiratory infections. 


Debilitating symptoms of malaise, headache, pain, mucosal 
and nasal discharge are rapidly relieved. 


Early, potent therapy is offered against disabling complications 
to which the patient may be highly vulnerable, particularly 
during febrile respiratory epidemics or when questionable middle 
ear, pulmonary, nephritic, or rheumatic signs are present. 


ACHROCIDIN is convenient for you to prescribe—easy for the 
patient to take. Average adult dose: two tablets, or teaspoonfuls 
of syrup, three or four times daily. 


tablets 


ACHROMYCIN ® Tetracyciine . 125 mg. 

Phenacetin . 120 mg. 

Salicylamide. . . . . . .. . 150 mg. 

Bottle of 24 tablets 


syrup 


Each teaspoonful (5 cc.) contains: 
ACHROMYCIN ® Tetracycline 
equivalent to mg. 


Phenacetin . . . 20 mg. 
Ascorbic Acid (C) ..... . 25 mg. 
Pyrilamine Maleate. . . . . . 15 mg. 
ethylparaben. ....... 
Propylparaben. .... . 1 mg. 
Available on ody 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederie ) 


*Reg. U. S. Pat. Off. 
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For anxiety, tension 
and muscle spasm 

in everyday practice. 

® well suited for prolonged 
therapy 


® well tolerated, relatively 
nontoxic 


® no blood dyscrasias, 

liver toxicity, Parkinson-like 
syndrome or nasal 

stuffiness 


RELAXES BOTH MIND AND MUSCLE 
ITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate — U: S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


® 
WALLACE LABORATORIES, New Brunswick, N. J. 
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Relaxes without 
physical 


“Since it [meprobamate— 
‘Miltown’] does not cloud 
consciousness or lessen 
untellectual capacity, rt 
can be used...even by those 
busily occupied in rntel- 
lectual work.” 


Keyes, B. L.: Pennsylvania M. J. 60: 177, Feb. 1957. 


Miltown 


dicarbamate—U.S. Patent 2,724,720 


TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 
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specify the buffered “predni-steroids” 
to minimize gastric distress 


oDeltra 


combined steroid-antacid therapy... 


‘Co-Deltra’ or ‘Co-Hydel- 
tra’ provides all the bene- 
fits of ‘‘predni-steroid” 
therapy and minimizes the 
likelihood of gastric distress 
which might otherwise im- 
pede therapy. They provide 
easier breathing—and 
smoother control—in bron- 


pst chial asthma or stubborn gerednisotone, 

respiratory allergies. 300 mg. of dried 

Com 
ablets ‘Co-Deltra’ or ‘Co-Hy- 

deltra’ in bottles of 30, 100, and Sonne St me. 


trisilicate, MERCK SHARP & DOHME 
‘ DIVISION OF MERCK @ CO., INC. 
redonathe & PHILADELPHIA 3, PA. 
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A Dependable Antihypertensive 


“...by far the most effective 


and useful orally administered agent for reducing blood 
pressure ... fully worthy of a trial in every case of 
essential hypertension in which treatment is thought 
necessary. The severe cases, which always need treat- 
ment, are as likely to respond as the mild.’’! 


1. Locket, S.: Brit. M.J. 
 1:809 (Apr. 2) 1955. 


An Effective Tranquilizer, too 


“ ... relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.’’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of diseases 
burdened by psychic overlay. 


2. Wri W.T., dr., et al.: J. Kansas 
right, 7 Soc. 57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller. dosage effective and freer 
from side actions. 

Rauwiloid + Veriloid® 
In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


A logical first step when more potent drugs are needed 


® 
Rauwiloid + 
Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, % 
tablet q.i.d. 
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We maintain PARKE 


prompt city-wide Institutional Fupplior 
Of Fine Foods 


delivery service 
for prescriptions. COFFEE TEAS 


“SPICES CANNED FOODS 


C APPE AU’S, ING. F a EXT RACTS 


L. H. Parke Company 
AS NEAR AS YOUR TELEPHONE 
fers Rd. Philadelphia Pittsburgh 
Willow. tu 7746 Dungan Rd., Phila. 11, Pa. 


when anxiety and tension “erupts” in the G. I. tract... 


DUODENAL ULCER 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation ... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark @ Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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your patients with generalized gastrointestinal 
complaints need the comprehensive benefits of 


Tridal 


(DACTIL® + PIPTAL®-— in one tablet) 


rapid, prolonged relief throughout the G.I. tract 
with unusual freedom from antispasmodic 
and anticholinergic side effects 


One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 
contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidy! 
LAKESIDE diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 


14387 of N-ethyl-3-piperidyl-benzilate methobromide. 
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SENSITIZE 


USE 


brand 


POLYMYXIN B-BACITRACIN OINTMENT 


indutt therapy 


For topical use: in % oz. and 1 oz. tubes, 
For ophthalmic use: in % oz. tubes. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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AN ANNOUNCEMENT TO THE MEDICAL PROFESSION OF AN 


THE CHALLENGE: 


Can a cigarette be made that will give signifi- 
cantly superior filtration—at least 40% effective 
—and also give easy draw with full, natural 
tobacco flavor? 

As manufacturers of the first modern filter 
cigarette, P. Lorillard Company has long shared 
the hope for such a cigarette. At the Lorillard 
Laboratories, an intensive search for several 
years has at last led to the answer... 


THE ANSWER:* 


KENT with the exclusive Micronite Filter 


offers significantly superior filtration — better 
than 40% ...significantly less tars and nicotine 
..-than any other leading filter brand. 


And it offers this, plus easy draw ...and the 
full rich flavor of the world’s finest premium- 
quality natural tobaccos. 
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IMPORTANT NEW DEVELOPMENT IN FILTER CIGARETTES 


* PROOF of significantly less tars and nicotine in KENT 


Milligrams of tars from smoking one cigarette 
30 10 


KENT REGULAR (NOT SHOWN ON CHART): 17.0 MGS. OF TARS: 1.36 MGS. OF NICOTINE. 
Based on tests by Lorillard Research Laboratories. Substantiated by comparable results from three 


nationally known independent research laboratories. 


Kent is definitely not just another “taste good” 
cigarette with a token filter. 


P. Lorillard Company has been able to de- 
velop a cigarette with significantly superior 
filtration. Kent with the NEW exclusive Mi- 
cronite Filter offers significantly less tars and 
nicotine in the mainstream smoke, yet is a fully 
satisfying cigarette. 

Broad-sample tests with smokers show Kent’s 
carefully-selected, custom-blended natural to- 
baccos come through rich and full-flavored. On 
laboratory draw-meters, Kent registers in the 
optimum range for easy draw. 


We sincerely believe you will find Kent with 
the NEW exclusive Micronite Filter a thor- 
oughly satisfying filter cigarette on every count. 
We cordially invite your further inquiry. 


P. Lorillard Company, makers of KENT 
with the new exclusive Micronite Filter 


9 Milligrams of nicotine from smoking one cigarette 


KENT 
= 


KING-SIZE 
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ANNUAL MEETING 
OCTOBER 


WILMINGTON 


FRAIM’S DAIRIES George T. Tobin & Sons 


Quality Dairy Products BUTCHERS 
1900 
GOLDEN GUERNSEY MILK NEW CASTLE, DELAWARE 
Phone N. C. 3411 


Wilmington, Del. Phone 6-8225 
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Income’ for the members of 


the DelawareMedical Profession 
from the first day* of 
sickness or injury... 


NOW! Not for only 26 weeks 
— Not for only 52 weeks 


ut even for your entire lifetime 


House Confinement not required at any time 
Accidental loss of hands, feet or eyesight pays monthly benefits — 
not just a lump sum 


EXTRA BENEFITS — Double monthly benefits while you are 
hospitalized payable for as long as three months 


Cash benefits for accidental death 


Double income benefits if disabled in specified travel accident named 
in the policy 


OTHER IMPORTANT FEATURES — Waiver of Premium Provision 
¢ Limited Commercial Air Line Passenger Coverage * No 
gt Automatic Termination Age During Policy Period * A Special 
Renewal Agreement 


UNITED  « ° Covers most accidents from date of policy and most sickness origi- 
INSURANCE ~~ nating more than 30 days after date of policy, excepting those 
COMPANY - «2%, incurred while in military service of any country at war, or resulting 

_ <<" from war, any act of war, suicide, attempted suicide, insanity, mental 
disease, certain foreign travel, any pre-existing condition or any 
hazard of aviation other than commercial air line passenger travel 


%*Income payable from first 
' day of medical attention 
UNITED INSURANCE COMPANY OF AMERICA ond os tong 06 


Lifetime Disability Income Department ° ope 
total disability, total loss 
302 Eig Building, 8641 Colesville Rd., Silver Spring, Marylan of time and medical attend- 


| 
1 would like more information about your lifetime dis- | ance continue 
ability income protection 

| understand | will not be obligated | 


Mail coupon today while 
| : you are still healthy 


bed 
~ 
; 
\ > 
: 
| 
a | 
| 
of 
MP-3208 
i 
: 
ky 


SEPTEMBER, 1957 


= 


MEDICAL SOCIETY 


of 


DELAWARE 


ANNUAL MEETING 


OCTOBER 


WILMINGTON 


: 
‘ 
ig 
Cg 
Ve Begs 
Bile 
~ 


SEPTEMBER, 1957 DELAWARE STATE MEDICAL JOURNAL 


“,..a calmative effect...superior to anything we 
had previously seen with the new drugs.”* 


rue calmative 


he power of gentleness 


allays anxiety and tension 
without depression, drowsiness, motor incoordination 


AMES 
(2-ethyl-cis-crotonylurea) 


NosTYN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent « no evidence of cumulation or habituation « does 
not increase gastric acidity or motility « unusually wide margin of safety 
—no significant side effects 
dosage: 150-300 mg. (1% to 1 tablet) three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48 and 500. 

*Ferguson, J. T., and Linn, FE V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


(sy AMES COMPANY, INC >: ELKHART, INDIANA 25087 
AMES COMPANY OF CANADA, LTD., TORONTO 
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- over 10 million patients 


treated in the United States 


* over 6700 articles published 


throughout the world 


chlorpromazine, S.K.F. 


one of the fundamental drugs in medicine 


*T.M. Reg, ULS, Pat. Off. 


